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This  case  study  examined  interviews  obtained  from  two 
breast  cancer  support  groups.  The  aim  of  this  study  was  to 
identify  the  patients'  perspectives  on  helpful  emotional 
social  support  from  family  and  friends.  Twelve  emotionally 
supportive  behavior  categories  were  the  basis  of  a content 
analysis . 

Results  of  the  content  analysis  indicated  that  breast 
cancer  patients  perceived  emotional  support  to  encompass  the 
following  emotionally  supportive  behaviors:  talking, 

listening,  understanding,  and  companionship.  The  patients 
identified  several  topics  that  they  perceived  would  be 
helpful  to  discuss  with  family  and  friends.  However,  the 
patients  did  not  indicate  a preference  for  family  versus 
friends  to  discuss  these  topics. 

Differences  between  family  members  and  friends  were 
found  in  relation  to  the  most  helpful  behaviors  received 
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overall  from  these  two  sources  of  support,  and  in  relation 


to  two  types  of  stressors  (when  the  cancer  patient  felt 
alienated,  or  when  the  patient  feared  treatment) . 

Results  of  this  study  indicate  that  family  members  and 
friends  should  be  given  more  specific  information  on  topics 
to  discuss  and  expressive  behaviors  that  provide  breast 
cancer  patients  emotional  social  support.  In  addition,  this 
study  indicates  the  specific  topics  and  expressive  behaviors 
that  patients  perceive  as  most  supportive  from  family  and 
friends . 
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CHAPTER  1 
INTRODUCTION 

Social  support  is  "fundamentally  a communication 
process"  (Albrecht  & Adelman,  1987).  If  viewed  from  the 
communication  perspective,  several  principles  of 
communication  can  be  applied  to  social  support.  First, 
communication  is  transactional  in  nature.  As  the 
communication  occurs,  changes  will  occur  simultaneously  to 
affect  both  the  participants,  their  messages,  and  their 
relationship.  For  example,  while  a husband  reminds  his  wife 
(for  the  tenth  time)  to  do  her  post-surgery  exercises,  she 
may  crinkle  her  nose  in  disgust,  which  then  infuriates  the 
husband  and  causes  him  to  stop  his  message  mid-sentence.  He 
may  leave,  feeling  unloved  and  unappreciated  after  his 
attempts  to  help  his  wife.  She  may  feel  resentful  that  her 
husband  is  trying  to  control  her  life.  This  example 
illustrates  how  in  mid-sentence  a communicator  can  change 
his/her  message  based  on  simultaneous  feedback  (i.e., 
crinkled  nose)  from  another  communicator.  The  example  also 
shows  how  the  husband  and  wife  negatively  redefine  their 
relationship  of  one  another  based  upon  that  communication 
transaction.  This  example  shows  how  communication 
transactions  intended  to  convey  social  support  may  not 
always  be  successful. 
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When  social  support  is  viewed  as  a communication 
process,  one  reason  why  support  attempts  may  not  always  be 
viewed  as  successful  is  because  communication  is  a symbolic 
activity.  Each  participant  will  attach  meaning  to  the 
symbolic  message  from  his/her  own  frame  of  reference.  This 
means  that  the  meaning  of  messages  resides  not  in  the 
messages  themselves,  but  rather  in  the  perceptual  process  of 
each  individual.  Thus,  in  the  example  above,  the  husband 
perceived  his  message  as  helpful,  but  the  wife,  by  crinkling 
her  nose,  showed  she  did  not  perceive  the  message  as 
helpful . 

The  example  above  also  illustrates  a third  principle  of 
communication:  communication  is  conveyed  through  various 

channels.  An  individual  can  communicate  verbally  and 
nonverbally  with  one's  own  body  (as  shown  in  the  above 
example) , but  one  can  also  communicate  via  other  behaviors. 
Behaviors  such  as  sending  flowers  and  lending  money  can  also 
communicate  love  or  caring  to  another  human  being.  Hence, 
social  support  if  viewed  as  a communication  process  can  also 
be  examined  verbally,  nonverbally,  and  through  other 
behaviors . 

A fourth  principle  of  communication  that  applies  to 
social  support  is  that  all  behavior  has  the  potential  to 
communicate.  This  means  that  any  type  of  behavior  (i.e., 
verbal,  nonverbal)  could  be  interpreted  by  another  person  as 
having  significance.  In  the  example  above,  the  wife  may 
have  crinkled  her  nose,  not  because  of  disgust  but  simply 
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because  she  had  an  itchy  nose.  The  nose  crinkling  may  have 
been  an  involuntary  reaction,  but  the  husband  attached 
meaning  to  that  behavior.  The  husband  did  not  interpret  her 
nonverbal  behavior  correctly,  and  therefore  an  interpersonal 
communication  problem  arose.  Communication  problems  can 
also  arise  when  no  behavior  is  present,  and  meaning  is  then 
attached  to  the  absence  of  that  behavior.  For  example,  not 
calling  one's  mother  for  2 years  can  have  as  much  meaning  as 
calling  one's  mother  everyday. 

Thus,  if  social  support  is  viewed  as  a communication 
process,  it  means  that  social  support  is  transactional  in 
nature,  it  is  symbolic,  it  can  be  conveyed  through  various 
channels,  and  all  behavior  has  the  potential  to  communicate. 
As  shown  in  the  examples  above,  based  upon  those  four 
principles  of  communication,  the  potential  for 
miscommunication  exists.  And  as  stated  earlier,  because 
social  support  is  fundamentally  a communication  process  and 
because  there  can  be  problems  with  the  communication 
process,  so  too  can  there  be  problems  with  social  support. 
Hence,  a breakdown  in  the  communication  process  should 
adversely  affect  social  support. 

I experienced  the  tenuous  connection  between 
communication  and  social  support  back  in  1987  when  my 
grandmother  was  diagnosed  with  breast  cancer.  When  I 
visited  her,  I had  a hard  time  knowing  what  to  say. 
Oftentimes,  my  fear  of  saying  the  wrong  thing  prevented  me 
from  saying  anything  at  all.  I knew  my  grandmother  wanted 
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and  needed  my  support,  but  I did  not  know  how  to  give  it  to 
her . 

My  fumbled  and  feeble  communication  attempts  led  me  to 
research  if  other  breast  cancer  patients  had  experienced 
this  interpersonal  communication  problem  and  to  see  the 
effects  that  ineffective  communication  had  on  social 
support.  However,  I did  not  want  to  focus  on  the  problems 
of  ineffective  communication  and  social  support.  I wanted 
to  focus  on  the  positive  side.  I wanted  to  see  what  types 
of  communication  behaviors  would  have  been  helpful 
supportive  behaviors  versus  unhelpful  supportive  attempts. 

My  grandmother  was  not  the  only  breast  cancer  patient 
that  did  not  receive  adeguate  social  support.  Research  has 
found  that,  unfortunately,  many  cancer  patients  do  not 
always  receive  the  social  support  they  desire.  According  to 
Dunkel-Schetter  (1984),  "In  the  case  of  cancer, 
interpersonal  problems  seem  to  be  a frequent  consequence  of 
the  disease"  (p.  81).  Heinrich,  Schag,  and  Ganz's  (1984) 
study  of  cancer  patients  (10%  of  whom  were  breast  cancer 
patients)  found  that  85%  of  the  respondents  rated 
interactions  with  family  and  friends  as  somewhat  to  severely 
problematic.  In  Peters-Golden' s (1982)  study,  that  examined 
breast  cancer  patients  exclusively,  only  50%  reported 
receiving  support  adequate  to  fill  their  needs;  26%  reported 
that  they  received  inadequate  support. 

There  is  a need  to  understand  what  one  can  say  and  do 
for  breast  cancer  patients  to  make  social  support  attempts 
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helpful.  As  communication  can  be  viewed  verbally, 

nonverbally,  and  through  other  behaviors,  so  too  can  social 

support.  More  research  is  needed  to  examine  which  factors 

make  a supportive  interaction  successful.  Heller  (1979) 

wrote,  "It  is  time  to  go  beyond  the  simple  truism  that 

social  support  is  beneficial,  to  an  examination  of  the 

conditions  and  mechanisms  by  which  support  operates  most 

optimally"  (p.  358).  Research  to  determine  the  types  and 

sources  of  informal  social  support  viewed  as  most  helpful  to 

breast  cancer  patients  would  be  an  important  preliminary 

step  in  identifying  behaviors  that  increase  the  guality  of 

supportive  interactions  between  breast  cancer  patients  and 

family  and  friends.  In  particular,  the  identification  of 

specific  communication  behaviors  (i.e.,  conversational 

topics  to  discuss,  when  to  listen)  would  be  extremely  useful 

knowledge  to  social  support  providers.  As  stated  by 

Adelman,  Parks,  and  Albrecht  (1987),  "More  useful 

generalizations  will  come  when  researchers  move  beyond 

simple  concerns  with  variables  like  network  size  to  a more 

in-depth  analysis  of  factors  such  as  the  degree  of 

relationship  development  and  the  specific  ways  in  which 

social  support  is  communicated"  (pp.  117-118).  Albrecht  and 

Adelman  (1987)  concur  that  there  is  too  little  research  that 

focuses  on  the  communication  aspect  of  social  support: 

Few  studies  have  been  based  on  attempts  to  document 
what  it  is  that  people  say  to  each  other  when  engaged 
in  supportive  episodes.  In  surveying  the  literature, 
one  is  struck  by  the  lack  of  research  attention  paid  to 
measuring  the  specific  factors  that  make  a message  or 
message  seguence  "supportive."  (p.  71) 
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One  of  the  problems  with  social  support  research  is 
that  researchers  have  been  categorizing  behaviors  that  are 
helpful  but  in  doing  so  have  created  broad  categories  that 
are  difficult  to  operationalize.  In  particular,  these 
researchers  have  not  examined  the  vehicle  by  which  most  of 
these  helpful  categories  operate:  communication.  In  other 
words,  these  categories  of  helpful  behaviors  have  not  been 
translated  into  communication  behaviors.  For  example, 
Dunkel-Schetter  (1984)  listed  "love"  as  one  of  the 
categories  of  helpful  social  support  behaviors.  What  does 
love  mean  in  relation  to  social  support?  How  is  one 
expected  to  communicate  love? 

The  most  comprehensive  list  of  helpful  social  support 
behaviors  was  developed  by  Gottlieb  (1978).  The  advantage 
of  Gottlieb's  list  is  that  it  offers  communication  behaviors 
such  as  listening,  talking,  and  so  on.  However,  Gottlieb's 
list  of  helpful  social  support  behaviors  suffers  from  the 
same  deficiencies  as  Dunkel-Schetter ' s (1984)  list.  Neither 
offers  an  in-depth  explanation  of  the  specific  communication 
behaviors  of  the  various  categories  of  social  support.  In 
other  words,  from  the  breast  cancer  patients'  perspective, 
what  is  important  about  listening?  What  should  the 
supporter  to  listen  to?  Is  it  important  how  one  listens? 

What  is  the  best  method  to  answer  the  guestion  of  what 
do  breast  cancer  patients  find  helpful  in  relation  to  social 
support?  The  most  obvious  answer  would  seem  to  be  to  just 
ask  them.  After  all,  from  a communication  perspective,  it 
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is  necessary  to  identify  from  the  breast  cancer's  frame  of 
reference  what  are  considered  helpful  behaviors. 

Qualitative  research  is  uniquely  suited  for  this  type  of 
purpose.  Lindof  (1995)  stated  that  the  type  of  information 
gained  by  qualitative  methods  is  "understanding  of  the  lived 
experience  of  human  beings"  (p.  4).  Lindof  went  on  to 
explain  that  in  qualitative  research,  "one  interviews  people 
to  understand  their  perspectives"  (p.  5) . 

However,  Dunkel-Schetter , Blasband,  Feinstein,  and 
Herbert  (1992)  said  that  most  researchers  do  not  use  the 
methodology  of  asking  respondents  to  answer  in  their  own 
words  what  they  have  found  to  be  the  most  helpful  responses 
of  others.  Dunkel-Schetter  et  al.  (1992)  said,  "The 
general  paradigm  used  in  these  studies  involves  semi- 
structured  interviews  with  individuals  who  are  going  through 
some  form  of  life  stress,  [and]  content  analysis  of  their 
answers  to  open  ended  questions  regarding  the  most  helpful 
and  unhelpful  responses  of  others"  (92) . 

Vaux  (1988)  praised  Gottlieb's  (1978)  work  because  he 
empirically  derived  helping  behaviors  from  the  respondents' 
own  words.  Gottlieb's  development  of  categories  of  social 
support  was  an  important  step  in  understanding  the  elements 
of  social  support  from  the  "supported"  person's  perspective. 
However,  by  reducing  all  the  data  into  categories,  much 
pertinent  information  was  lost.  The  information  that  was 
omitted  was  the  list  of  specific  behaviors  (verbal, 
nonverbal,  and  other)  that  constituted  each  category  of 
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social  support.  These  specific  behaviors  are  exactly  what 
individuals  providing  social  support  to  breast  cancer 
patients  want  to  know  so  they  can  offer  the  most  helpful 
support  possible.  By  examining  the  lists  of  specific 
behaviors  for  each  category  of  social  support,  in  search  of 
the  communication  behaviors  desired  by  cancer  patients,  this 
information  could  help  answer  the  commonly  asked  question, 
"What  do  I say  to  someone  who  has  cancer?" 

In  addition  to  knowing  what  to  say,  the  literature  and 
my  personal  experience  indicate  that  it  would  be  helpful  to 
know  who  should  say  what  and  in  which  situations.  For 
example,  before  surgery,  what  communication  behaviors  should 
family  members  be  doing?  What  should  friends  be  doing? 

The  lack  of  the  cancer  patient's  perspective  on  what  is 
helpful,  supportive  communication  behavior  also  extends  to 
the  area  of  the  concept  of  social  support  itself.  Another 
one  of  the  problems  with  social  support  research  has  been 
the  lack  of  information  on  the  breast  cancer  patients'  frame 
of  reference  of  social  support.  Researchers  have  developed 
many  conceptualizations  of  social  support  but  have  not 
checked  their  perceptions  with  the  target  audience. 

The  purpose  of  this  study  is  to  understand  emotional 
social  support  from  the  breast  cancer  patient's  perspective 
and  to  learn  the  communication  behaviors  that  breast  cancer 
patients  perceive  to  be  helpful  from  informal  sources.  To 
accomplish  this  goal,  a qualitative  analysis  of  Gottlieb's 
content  coded  categories  will  be  used  to  uncover  the 
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specific  communication  behaviors  desired  by  breast  cancer 
patients.  Several  quantitative  analyses  are  reported  where 
they  aid  in  the  interpreting  of  the  qualitative  results. 

In  summary,  this  dissertation  will  examine  three 
aspects  of  emotional  social  support:  (a)  the  analysis  of 

the  twelve  communication  variables  from  Gottlieb's  (1978) 
classification  scheme  of  informal  helping  behaviors,  (b)  the 
types  and  sources  of  emotional  social  support  in  relation  to 
specific  stressors,  and  (c)  the  concept  of  emotional  social 
support  from  the  breast  cancer  patients'  perspective. 

The  next  chapter  will  examine  the  breast  cancer 
experience  of  diagnosis  and  treatment.  It  is  important  to 
understand  what  medical  procedures  and  emotional  trauma  a 
woman  goes  through  in  order  to  comprehend  why  social  support 
is  so  vital  for  those  with  this  disease.  Thus,  Chapter  2 
will  detail  both  the  medical  and  emotional  experiences  of 
the  breast  cancer  patient. 


CHAPTER  2 
BREAST  CANCER 

Breast  cancer  will  affect  one  out  of  every  nine  women 
in  the  United  States  (Neuman,  1992).  The  chance  is  high  of 
being  affected  by  breast  cancer  either  by  personally 
contracting  the  disease  or  knowing  a family  member  or  friend 
who  gets  breast  cancer.  The  initial  diagnosis  of  breast 
cancer  usually  brings  fear  of  death  and  uncertainty  to  all 
involved.  However,  more  in-depth  information  is  usually 
unknown  about  breast  cancer.  Thus,  this  chapter  will 
present  some  basic  information  about  the  discovery  of  breast 
cancer,  diagnosis,  prognosis,  and  treatment. 

Discovery  of  Breast  Cancer 

Breast  cancer  can  be  discovered  in  several  ways.  The 
two  most  common  means  of  detection  are  physical  examinations 
(by  doctor  or  by  the  patient)  and  mammography  (National 
Cancer  Institute,  1984) . If  an  abnormality  is  found  during 
a physical  examination,  usually  the  next  step  is  to  have  the 
patient  complete  a mammogram.  Sometimes  a physical 
examination  will  not  detect  cancer,  but  a routine  mammogram 
will  detect  abnormalities.  In  either  case,  if  the  mammogram 
shows  abnormal  signs  of  breast  tissue  behavior,  then  further 
diagnosis  is  needed. 


10 


11 


Diagnosis  and  Prognosis  of  Breast  Cancer 

A biopsy  is  the  definitive  procedure  in  the  cancer 
diagnostic  process  (National  Cancer  Institute,  1984) . There 
are  four  types  of  biopsy:  fine-needle  aspiration  (least 
painful,  does  not  require  surgery,  and  can  be  performed  in  a 
doctor's  office);  tru-cut  needle  biopsy  ( more  painful  than 
fine-needle  aspiration,  does  not  require  surgery  and  can  be 
done  in  a doctor's  office);  incisional  biopsy  (done  on  large 
lumps,  whereby  a wedge  is  removed  under  local  anesthetic) ; 
and  excisional  biopsy  (the  entire  lump  is  removed  under 
local  or  general  anesthetic) . 

According  to  Dr.  Susan  Love  (1991),  when  most  surgeons 
tell  a patient  they  are  going  to  perform  a biopsy,  they 
usually  are  referring  to  the  last  procedure,  the  excisional 
biopsy.  The  type  of  biopsy  a doctor  is  going  to  perform  is 
important  for  a patient  to  know  because  biopsy  and  treatment 
of  cancer  can  be  performed  in  either  one  or  two  stages.  The 
one-stage  procedure  (common  10  to  20  years  ago)  had  the 
patient  sign  a form  that  said  that  if  cancer  was  found,  an 
immediate  mastectomy  would  be  performed  (Love,  1991) . For 
the  two-stage  procedure,  first  a biopsy  is  performed. 

Second,  the  patient  is  informed  of  the  diagnosis  (usually  a 
few  days  later) , so  that  she  can  take  time  to  discuss 
treatment  options.  Each  patient  must  decide  which  method  is 
most  appropriate  for  her. 

After  the  pathology  report  comes  back  positive,  a 
breast  cancer  patient  is  informed  about  her  stage  of  breast 
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cancer  and  the  prognosis.  There  are  four  stages  of  breast 
cancer,  numbered  1 through  4.  The  stages  are  based  upon 
three  factors,  tumor  size,  lymph  node  involvement,  and 
metastasis  (the  spread  of  cancer  to  various  sites) . Stage  1 
is  a small  tumor  (0-2  centimeters)  with  no  lymph  node 
involvement.  Stage  2 is  a small  tumor  with  positive  lymph 
nodes  or  a tumor  larger  than  five  centimeters  with  negative 
lymph  node  involvement.  Stage  3 is  a large  tumor  with 
positive  lymph  nodes.  Stage  4 is  a tumor  that  has 
metastasized.  Most  cases  of  breast  cancer  are  discovered  at 
stage  1 or  stage  2.  Both  stages  usually  respond  well  to 
treatment.  Stage  3 sometimes  responds  well  to  treatment, 
and  stage  4 usually  is  not  curable  and  few  survive  longer 
than  5 years . 

According  to  Henney  and  DeVita  (1988,  cited  in  Love, 
1991,  p.  235),  the  approximate  5-year  survival  rate  for  each 
stage  is  80%  for  stage  1,  65%  for  stage  2,  40%  for  stage  3, 
and  10%  for  stage  4.  As  the  statistics  for  survival  are  so 
low  for  stages  3 and  4,  a cancer  at  these  stages  can  be 
particularly  disturbing  for  patients. 

Treatment  of  Breast  Cancer 

After  the  stage  of  breast  cancer  has  been  disclosed  to 
the  patient,  treatment  of  the  disease  must  be  discussed. 
There  are  several  common  treatment  options  available: 
surgery,  radiation  therapy,  chemotherapy,  and  hormonal 
therapy.  Surgical  treatments  include  lumpectomy  (partial 
removal  of  the  breast)  and  mastectomy  (total  removal  of  the 
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breast) . After  either  type  of  surgery,  certain  side  effects 
might  occur:  nausea  from  the  anestestic,  fatigue,  soreness 
in  the  arm  and  breast  area,  limited  arm  usage,  numbness, 
and/or  swelling  of  the  arm.  Care  must  be  taken  to  not 
infect  the  arm  on  the  side  on  which  surgery  was  performed. 

In  addition  to  these  physical  effects,  emotional  effects 
occur  from  the  disfigurement  or  loss  of  one  or  both  breasts. 

Radiation  therapy  is  usually  used  in  conjunction  with  a 
lumpectomy  or  mastectomy.  The  patient  usually  receives 
radiation  treatment  once  a day  for  several  weeks.  This 
obviously  affects  a woman's  work  and  home  schedule.  Side 
effects  of  radiation  include  fatigue,  sunburn,  coughing, 
swelling  and  tenderness  of  breast,  depression  after 
treatment,  and  soreness  of  the  pectoralis  major  muscle.  One 
emotional  side  effect  of  radiation  treatment  is  the 
embarrassment  caused  by  the  semi-permanent  visual  display  of 
markings  on  the  throat  and  chest  area  of  the  patient.  These 
markings  remain  during  treatment  to  assist  technicians  in 
pointing  the  radiation  to  the  appropriate  spot  on 
the  patient's  body. 

Chemotherapy  is  another  cancer  treatment  that  usually 
accompanies  surgery  and  sometimes  radiation  therapy  as  well. 
The  treatment  can  be  given  once  every  2 or  3 weeks  and 
extends  from  3 months  to  one  year.  The  procedure  can  take 
from  10  minutes  to  4 hours  to  administer.  The  side  effects 
from  chemotherapy  include  skin  burn,  nausea,  and  vomiting 
(for  periods  up  to  two  days  after  each  treatment),  loss  of 
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appetite,  weight  gain,  unpleasant  taste  in  mouth,  hot 
flashes,  mouth  sores,  diarrhea,  constipation,  and  headaches. 
The  side  effect  that  causes  the  most  emotional  trauma  is  the 
loss  of  hair.  It  can  be  very  traumatic  for  a woman  to 
become  bald. 

Hormonal  treatment  can  accompany  any  of  the  treatments 
listed  above.  Either  a woman's  ovaries  are  removed  or 
tamoxifen,  an  estrogen  blocker,  is  prescribed.  Tamoxifen 
pills  are  taken  usually  twice  a day  by  the  patient.  Side 
effects  of  tamoxifen  include  hot  flashes,  nausea,  vaginal 
spotting,  depression,  vaginal  itching,  bleeding  or 
discharge,  loss  of  appetite,  and  headache.  The  emotional 
distress  associated  with  tamoxifen  is  the  uncertainty  of  the 
benefits  versus  long-term  side  effects  of  this  new  drug. 

This  information  on  detection,  diagnosis,  prognosis, 
and  treatment  of  breast  cancer  hopefully  has  helped  one  to 
have  a greater  understanding  of  the  process  a woman  goes 
through  when  she  has  breast  cancer.  The  discovery  of  a lump 
in  the  breast  or  an  abnormality  on  a mammogram  can  start  a 
patient  on  a turbulent,  emotional  path  of  uncertainty. 

First,  a patient  suffers  the  uncertainty  of  not  knowing  if 
the  tumor  is  malignant.  After  waiting  several  days  for  test 
results  and  hearing  the  final  diagnosis  of  breast  cancer, 
there  is  the  fear  of  treatment  and  side  effects.  At  this 
point  the  patient  can  fear  pain,  nausea,  rehabilitation,  and 
a disruption  in  life  style.  More  traumatic  can  be  the  loss 
of  a breast  or  hair,  which  for  many  women  define  their 
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femininity.  Fear  of  death  and  recurrence  also  can  affect 
the  emotional  well  being  of  a breast  cancer  patient.  Thus, 
the  emotional  social  support  a woman  receives  after  being 
diagnosed  with  cancer  is  very  important.  Chapter  3 will 
discuss  what  social  support  is  and  its  importance  to  the 
cancer  patient. 


CHAPTER  3 
LITERATURE  REVIEW 

Social  Support 

Social  support  is  important  for  a breast  cancer 
patient,  but  what  exactly  is  social  support?  Social  support 
is  a concept  that  many  researchers  have  defined  in  different 
ways.  First,  the  history  of  the  concept  will  be  reviewed 
briefly,  and  then  different  conceptualizations  of  social 
support  will  be  examined. 

History  of  Social  Support 

Cassel  (1976)  and  Cobb  (1976)  wrote  papers  that  sparked 
researchers'  interest  in  the  concept  of  social  support. 
Cassel  (1976)  was  interested  in  answering  the  question,  "Are 
there  categories  or  classes  of  environmental  factors  that 
are  capable  of  changing  human  resistance  in  important  ways 
and  making  subsets  of  people  more  or  less  susceptible  to 
these  ubiquitous  agents  in  our  environment?"  (p.  108) . 

After  examining  both  animal  and  human  research,  Cassel 
(1976)  found  evidence  that  social  support  was  a factor  in 
health  (i.e.,  pregnancy  complications,  chronic  illness,  and 
coronary  heart  disease)  . Cassel  (1976)  concluded  that 
rather  than  try  to  reduce  exposure  to  stressors,  such  as 
complicated  pregnancy,  it  would  be  easier  to  improve  and 
strengthen  social  support. 
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Cobb  (1976)  agreed  that  social  support  was  positively 
related  to  health.  However,  Cobb  (1976)  felt  it  was 
important  to  define  social  support  and  to  find  "hard 
evidence"  that  social  support  can  protect  people  in  crises. 

The  idea  of  improving  social  support  to  improve  health 
was  exciting  and  challenging  to  researchers  from  many  fields 
such  as  psychology  and  sociology  and  began  a boom  in  social 
support  research.  Researchers  from  different  fields  offered 
different  perspectives  on  the  conceptualization  of  social 
support . 

Conceptualization  of  Social  Support 

"The  view  taken  here  is  that  no  single  and  simple 
definition  of  social  support  will  prove  adeguate  because 
social  support  is  a metaconstruct:  a higher  order 

theoretical  construct  comprised  of  several  legitimate  and 
distinguishable  theoretical  constructs"  (Vaux,  1988,  p.  28). 
The  present  researcher  agrees  with  Vaux  that  currently  no 
definition  adeguately  defines  all  aspects  of  social  support. 
To  support  this  view,  three  conceptualizations  of  social 
support  will  be  presented:  functional,  structural,  and 
global . 

Function  of  social  support.  Social  support  has  been 
divided  into  many  different  categories  depending  on  the 
function  of  the  social  support.  The  lists  of  functional 
categories  of  social  support  have  included  emotional 
(feelings  of  love),  instrumental/ tangible  (aid  in  the  form 
of  performing  tasks  or  giving  money  and  other  tangible 
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items),  af f iliational  (feeling  of  belonging  to  a group), 
appraisal  (feedback  that  a person's  emotions  are  normal), 
af f irmational  (help  the  patient  to  feel  understood) , and 
informational  (give  information  on  a variety  of  topics) . 

For  example,  Cobb  and  Erbe  (1978)  stated  that  there  were 
four  kinds  of  support:  social  (caring),  instrumental 

(counseling) , active  (mothering) , and  material  (giving  goods 
or  services) . Social  support  was  defined  as  informational 
in  nature  and  consisted  of  emotional  support  (feeling  cared 
for  and  loved) , esteem  support  (feeling  esteemed  and 
valued) , and  network  support  (sense  of  belonging  to  a 
network) . 

The  problem  with  dividing  social  support  into 
functional  categories  has  been  (a)  a lack  of  agreement  on 
the  number  of  categories  and  (b)  a lack  of  agreement  on  the 
names  of  the  categories.  Some  researchers  include  only 
three  categories  (Norbeck,  Lindsay,  & Carrieri,  1981); 
others  include  four  (Cobb,  1976)  or  six  (Rowland,  1989; 
Wortman,  1984).  Because  agreement  has  not  been  reached  as 
to  what  functions  constitute  social  support,  researchers 
should  at  least  make  it  clear  in  their  research  what 
functional  categories  of  social  support  they  are  studying 
and  the  effect  of  each  category  on  various  outcomes  if 
possible . 

Consensus  should  be  reached  among  researchers  on  the 
labels  used  to  describe  each  category  of  social  support. 

Cobb  and  Erbe  (1978)  discussed  instrumental  support  as 
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counseling  that  guided  a person  to  better  coping  abilities. 
Many  other  researchers  referred  to  instrumental  support  as 
tasks  performed  or  money  given  to  an  individual  (Rowland, 
1989;  Schaefer,  Coyne,  & Lazarus,  1981;  Wortman,  1984).  In 
the  future  it  would  be  helpful,  even  if  consensus  was  not 
reached  on  what  functions  constitute  social  support,  to  at 
least  have  a common  list  of  explicitly  defined  function 
categories.  This  exclusivity  would  facilitate  the 
operationalization  of  social  support  measures. 

Structure  of  social  support.  Social  support  has  been 
defined  in  terms  of  its  structure  or  network  of  people. 
Elements  of  the  network  that  have  been  studied  have  included 
network  size  (number  of  people) , source  (relationship  of  the 
support  giver  to  the  social  support  receiver) , accessibility 
(ease  of  contact),  freguency  of  contact,  type  of  support, 
reciprocity,  and  adequacy.  Lin,  Simeone,  Ensel,  and  Kuo 
(1979)  developed  a structural  definition  of  social  support: 
"Social  support  may  be  defined  as  support  accessible  to  an 
individual  through  social  ties  to  other  individuals,  groups, 
and  the  larger  community"  (p.  109).  Network  measures  have 
not  been  useful  when  studied  in  relation  to  health 
variables,  but  may  be  useful  to  study  the  importance  of 
reciprocity  in  a relationship  (Sarason,  Sarason,  & Pierce; 
1990) . 

Global  aspects  of  social  support.  Global 
conceptualizations  of  social  support  are  concerned  not  with 
its  network  or  function  but  rather  with  the  entity  itself. 
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Satisfaction  of  social  support  received  and  availability  of 
support  are  examples  of  aspects  of  global  support.  Kaplan, 
Cassel,  and  Gore  (1977)  globally  defined  social  support  as 
"the  relative  presence  or  absence  of  psychosocial  support 
resources  from  significant  others"  (pp.  50-51) . The  global 
conceptualization  of  social  support  was  useful  to  establish 
links  between  social  support  and  health  outcomes.  However, 
much  research  since  the  1970s  has  built  a strong  base  of 
evidence  that  social  support  and  health  outcomes  are  related 
(Bowers  & Gesten,  1986;  Caldwell  & Bloom,  1982;  Cobb  & Erbe, 
1978;  Cohen  & Hoberman,  1983;  Cohen  & Holmes,  1986;  Coldwell 
& Bloom,  1982;  Dimatteo  & Hays,  1981;  Dunst,  Trivette,  & 
Cross,  1986;  Lin,  Woelfel,  & Light,  1985;  Thoits,  1985; 
Wethington  & Kessler,  1986).  New  research  should  be 
conducted  to  ascertain  how  social  support  works  and  how  to 
improve  social  support. 

Link  between  Improving  Social  Support  and  Illness 

As  stated  above,  much  research  has  been  conducted 
establishing  the  link  between  social  support  and  positive 
health  outcomes,  such  as  increased  compliance  with  treatment 
(Cobb  & Erbe,  1978;  Wallston,  Alagna,  DeVellis,  & DeVellis, 
1983)  , more  effective  coping  with  disease  (Dimatteo  & Hays, 
1981) , and  decreased  anxiety  (Bowers  & Gesten,  1986) . These 
studies  provided  evidence  that  social  support  was  an 
important  psychosocial  factor  related  to  illness. 
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Cancer 

Why  Cancer  Is  Important  to  Study  in  Relation  to  Social 
Support 

After  being  diagnosed  with  cancer,  a patient  is  likely 
to  experience  fear  and  uncertainty  (Wortman  & Dunkel- 
Schetter,  1979).  The  future  of  the  patient  is  unknown,  the 
progression  of  the  disease  is  unknown,  and  there  is  fear  of 
treatment  side  effects  and  death.  This  uncertainty  and  fear 
prompts  a great  need  for  social  support  from  family  and 
friends . 

Because  of  the  uncertainties  they  face  and  because 
their  sense  of  self  is  threatened,  many  cancer  patients 
experience  intense  needs  both  to  clarify  what  is 
happening  to  them  and  to  be  supported  and  reassured  by 
others.  (Wortman  & Dunkel-Schetter , 1979,  p.  126) 

According  to  Wortman  and  Dunkel-Schetter  (1979),  one 

way  that  cancer  patients  can  help  to  clarify  their  feelings 

is  to  discuss  them  openly  with  a sympathetic  listener. 

Through  discussion,  the  cancer  patient  may  be  able  to  make 

some  sense  out  of  how  he/she  feels,  and  this  increase  in 

understanding  may  enable  the  patient  to  work  out  coping 

strategies  for  one's  feelings. 

Support  for  Wortman  and  Dunkel-Schetter ' s (1979) 

hypothesis  that  communication  can  influence  coping  was  found 

by  Bloom  and  Spiegal  (1984).  Their  research  found  that 

breast  cancer  patients  who  could  freely  disclose  their  most 

intimate  thoughts  and  feelings  with  family  members  were  more 

likely  to  perceive  their  lives  as  meaningful  and  fulfilling. 

Thus,  self-disclosure  of  personal  feelings  and  thoughts  was 

positively  related  to  a cancer  patient's  well  being. 
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Interpersonal  Communication  Problems  of  Cancer  Patients 

Research  provides  evidence  that,  unfortunately,  many 
cancer  patients  who  need  social  support  experience  problems 
in  the  interactions  in  which  they  are  supposed  to  receive 
support.  According  to  Dunkel-Schetter  (1984),  "in  the  case 
of  cancer,  interpersonal  problems  seem  to  be  a frequent 
consequence  of  the  disease"  (p.  81) . 

Evidence  of  interpersonal  problems  was  found  in  a 
survey  of  several  types  of  cancer  patients  (10%  were  breast 
cancer  patients)  by  Heinrich,  Schag,  and  Ganz  (1984) . In 
this  study,  70%  of  the  cancer  patients  rated  communication 
with  a spouse  as  falling  within  either  the  categories  of 
"somewhat  of  a problem"  to  a "severe  problem."  Eighty-five 
percent  of  the  respondents  rated  interactions  with  family 
and  friends  as  "somewhat"  to  "severely  problematic."  Thus, 
many  cancer  patients  experienced  communication  problems  at  a 
time  when  social  support  was  greatly  needed. 

What  exactly  is  so  problematic  about  these  supportive 
interactions?  Research  supports  that  the  communication 
problems  included  feelings  of  being  treated  differently, 
avoidance  of  the  cancer  patient,  and  provider 
misconceptions . 

Being  treated  differently.  Survey  research  by  several 
researchers  found  that  many  cancer  patients  felt  they  were 
treated  differently  by  family  and  friends  after  diagnosis. 

A study  by  Vezzosi,  Signori,  Figures,  and  Signori  (1989) 
found  that  60%  of  cancer  patients  felt  that  others  had 
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reacted  differently  to  them  after  they  were  diagnosed  with 
cancer.  Similar  results  were  found  in  Peters-Golden ' s 
(1982)  study,  in  which  72%  of  the  breast  cancer  respondents 
reported  being  treated  differently  by  others  after  being 
diagnosed  with  cancer.  This  difference  in  interaction, 
according  to  the  cancer  patients,  was  because  they  felt 
misunderstood  by  others. 

Interviews  conducted  by  Dunkel-Schetter  (1984)  add  some 
insight  into  ways  that  breast  and  colorectal  cancer  patients 
felt  misunderstood.  The  cancer  patients  in  this  study  felt 
misunderstood  after  they  listened  to  inappropriate  comments 
made  by  other  people  on  important  issues,  such  as  priorities 
for  the  cancer  patient.  For  example,  patients  felt  that 
others  emphasized  loss  of  a breast  or  other  parts  of  the 
body  rather  than  the  cancer  treatment  side  effects  or  fear 
of  reoccurrence. 

Being  avoided.  Results  from  Ganz's  (1984)  study 
indicated  that  misunderstanding  was  just  one  of  the 
communication  problems  that  cancer  patients  faced.  Ganz 
(1984)  found  that  86%  of  the  cancer  patients  in  the  study 
reported  difficulty  in  communicating  with  family  and 
friends.  The  communication  problems  listed  frequently 
included  avoidance  behaviors,  such  as  avoidance  of  not 
talking  about  the  disease,  avoidance  of  the  patient,  and 
avoidance  of  talking  about  important  issues.  These 
important  issues  included  avoiding  feelings  and  instead 
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talking  about  how  good  the  patient  looked  and  trying  to 
cheer  up  the  patient. 

Physical  avoidance.  Avoidance  can  take  several  forms. 
One  form  that  has  been  cited  in  the  research  has  been 
physical  avoidance.  Ganz  (1984)  reported  that  40%  of  the 
cancer  patients  studied  said  their  family  and  friends  were 
not  visiting  enough.  Peters-Golden  (1982)  reported  that  52% 
of  the  cancer  patients  felt  avoided.  In  the  same  study, 
respondents  who  were  healthy  were  asked  what  they  would  do 
if  they  came  into  contact  with  someone  they  knew  who  had 
cancer;  56%  responded  they  would  avoid  that  person.  So  the 
perception  by  cancer  patients  of  being  physically  avoided  is 
not  just  a vivid  imagination.  Avoidance  behavior  is  a 
reality. 

Stahly  (1988)  explained  that  the  problem  of  avoidance 
is  that  friends  are  unwilling  to  visit.  Or  when  they  do 
visit,  they  refuse  to  eat  food,  use  the  restroom,  and  so  on 
because  of  the  stigma  of  cancer  and  the  fear  of  contagion 
(Kristjanson  & Ashcroft,  1994).  Stahly  (1988)  went  on  to 
explain  that  cancer  patients  can  sense  the  discomfort  of 
others  and  are  fearful  of  this  rejection;  hence,  they  are 
attuned  to  ambivalent  messages.  For  example,  Stahly  stated 
that  cancer  patients  can  sense  that  others  have  increased 
the  amount  of  personal  distance  between  themselves  and  the 
patient. 

Verbal  avoidance.  Avoidance  can  be  manifested  through 
not  visiting  the  patient  or  distancing  oneself  from  the 
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patient  in  a room  (physical  avoidance) , but  avoidance  can 
also  be  manifested  verbally.  One  manifestation  of  verbal 
avoidance  is  forced  cheerfulness.  Forced  cheerfulness 
includes  behaviors  such  as  telling  the  patient  she  looks 
great  when  the  patient  does  not  and  what  Shield  (1984) 
called  false  assurance  (i.e.,  "it  will  all  work  out").  This 
forced  cheerfulness  does  not  appear  to  reduce  anxiety  in  the 
patient  (Shield,  1984). 

One  problem  that  arises  from  the  receipt  of  forced 
cheerfulness  is  isolation.  According  to  Peters-Golden 
(1982),  forced  cheerfulness  made  the  cancer  patients  feel 
more  "separated  and  alone  by  this  unrelenting  optimism  that 
seemed  unauthentic"  (p.  486) . 

A second  problem  that  arises  from  these  well  intended 
gestures  to  cheer  up  the  patient  may  be  to  lock  the  patient 
into  a situation  in  which  the  patient  is  depressed  no  matter 
what  he/she  does  (Evans  & Clarke,  1983).  Dunkel-Schetter 
and  Wortman  (1982)  articulated  well  this  dilemma  of  being 
locked  into  a depressed  state.  These  researchers  claimed 
that  the  patient  had  two  choices  when  offered  forced 
cheerfulness:  (a)  be  brave  and  cheerful  as  the  other  expects 

and  get  pseudo  support  or  (b)  be  open  about  depressed 
feelings  and  risk  losing  social  support  altogether.  Neither 
option  is  fulfilling  and  can  lead  to  depression. 

Another  type  of  verbal  avoidance  experienced  by  cancer 
patients  is  the  avoidance  of  several  topics  by  the  other 
person,  such  as  death  and  even  the  disease  itself.  There 
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appears  to  be  a conscious  effort  on  the  part  of  support 
givers  to  avoid  the  topic  of  death  or  even  related  topics 
(Kristjanson  & Ashcroft,  1994) . A study  with  14  breast 
cancer  survivors  by  Fredette  (1995)  found  that  10  of  them 
listed  their  spouses  as  a significant  source  of  social 
support.  However,  only  three  of  the  10  could  "share 
innermost  thoughts  and  fears"  with  their  husbands. 
Communication  with  family  members  was  not  much  better.  Only 
six  survivors  reported  family  members  being  supportive,  and 
only  three  of  those  six  reported  being  able  to  self-disclose 
their  fears  to  the  family  members. 

Krant  and  Johnston  (1978)  interviewed  family  members  of 
terminal  cancer  patients.  When  asked  if  they  thought  about 
the  possibility  of  their  loved  one  dying,  92%  responded  yes. 
Yet,  when  asked  if  they  had  ever  discussed  the  possibility 
of  dying  with  the  patient,  only  22%  indicated  yes.  Thus, 
more  than  three  fourths  (78%)  of  the  family  members  had  not 
discussed  dying  with  the  patient.  The  amazing  thing  is  that 
the  median  time  from  interview  with  the  family  members  to 
death  of  their  family  member  with  cancer  was  11  weeks.  In 
other  words,  less  than  3 months  before  death,  the  family 
still  had  not  discussed  death  with  the  cancer  patient! 
Incredibly,  76%  had  not  discussed  life  insurance  or  a will. 

Death  is  a topic  that  is  hard  to  discuss,  whether  or 
not  one  has  cancer.  A topic  that  should  be  a little  easier 
to  discuss  is  disease.  However,  in  the  case  of  cancer  this 
has  not  been  found  to  be  true.  More  than  half  of  the  cancer 


27 


patients  in  a study  done  by  Bean,  Cooper,  Alpert,  and  Kipnis 
(1980)  mentioned  that  avoidance  of  discussing  the  disease 
was  a problem.  The  patients  complained  that  others  either 
would  not  bring  up  the  topic  at  all  or  would  fall  apart  when 
cancer  was  mentioned.  However,  the  patients  desired  and 
were  willing  to  talk  about  cancer. 

Bean  et  al.  (1980)  discussed  the  implications  of  their 
findings : 

A dilemma  is  created  in  which  the  patient  feels  that 
communication  is  important  and  yet  is  surrounded  by 
physicians,  family  and  friends  who  are  often  less  than 
willing  to  discuss  the  patient's  disease.  It  is 
unrealistic  to  expect  the  cancer  patient  to  deal 
effectively  with  the  disease  when  those  around  him  or 
her  are  denying  its  existence.  (p.  258) 

Dunkel-Schetter  and  Wortman  (1982),  after  observing 

patients  in  help  groups,  also  found  that  patients  wanted  to 

discuss  the  disease  and  its  ramifications  with  others,  but 

found  that  if  they  exhibited  negative  affect,  others  would 

close  off  the  discussion  the  patient  wanted  to  pursue. 

Bean  et  al.  (1980)  stated, 

The  cancer  patients  themselves  face  problems  concerning 
the  lack  of  open  communication  with  family  and  friends. 
Although  they  may  need  to  talk  about  their  illness, 
they  find  themselves  protecting  family  and  friends  by 
not  mentioning  it.  . . . Conseguently , the  cancer 
patient  has  few,  if  any  emotional  outlets  that,  because 
of  the  nature  of  the  illness,  are  so  desperately 
needed.  (p.  259) 

Hence,  a problem  in  communication,  such  as  avoidance  of  a 
topic,  has  implications  not  only  for  the  guality  of  social 
support  offered  but  also  on  patient  effectiveness  of  coping 
with  the  disease. 
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Research  by  Rose  (1990)  and  Mitchell  and  Glicksman 
(1977),  and  a literature  review  on  the  psychosocial 
adjustments  to  breast  cancer  by  Lewis  and  Bloom  (1978), 
support  the  assertion  made  by  Bean  et  al.  (1980)  that 
patients  desperately  needed  and  wanted  the  opportunity  to 
discuss  their  feelings,  attitudes,  and  other  issues  related 
to  the  disease.  In  Mitchell  and  Glicksman's  (1977)  study, 
86%  of  cancer  patients  expressed  a desire  to  discuss  their 
situation  more  fully  with  someone  but  also  noted  that  their 
physician  and  therapist  was  not  the  person  they  wanted  to 
bring  their  problems  to. 

A study  finding  similar  results  was  done  in  1986. 
Taylor,  Falke,  Shoptaw,  and  Lichtman  (1986)  administered  a 
questionnaire  to  cancer  patients  (45%  were  breast  cancer 
patients)  who  either  did  or  did  not  join  a support  group. 

The  results  of  the  study  found  that  when  asked,  "Do  you  wish 
you  could  talk  more  freely  or  openly  about  your  cancer  with 
family  and  friends?,"  55%  indicated  they  wished  very  much  or 
somewhat  that  they  could  talk  with  family  members  and  50% 
indicated  they  wished  very  much  or  somewhat  that  they  could 
talk  more  openly  with  friends.  In  addition,  36%  indicated 
that  their  family  members  did  not  really  understand  what 
they  were  going  through.  This  study  emphasizes  the 
importance  that  communication  with  family  and  friends  plays 
for  the  cancer  patient. 

Therefore,  if  the  patients  need  to  talk  to  someone  and 
they  do  not  wish  to  disclose  to  medical  personnel,  that 
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leaves  the  brunt  of  these  discussions  to  occur  preferably 
with  family  and  friends.  Yet  a substantial  number  of  cancer 
patients  report  that  these  talks  with  family  and  friends  are 
not  always  as  supportive  as  desired. 

Provider  misconceptions.  There  appears  to  be  a 
misconception  among  family  members  and  friends  of  cancer 
patients  that  open  discussion  of  a patient's  feelings, 
especially  when  they  are  negative,  is  harmful  and  indicates 
that  the  patient  is  not  coping  well  with  the  disease 
(Peters-Golden,  1982;  Rothschild,  1992;  Wellisch,  Mosher,  & 
Van  Scoy,  1978;  Wortman  and  Dunkel-Schetter , 1979).  The 

cancer  patient  appears  to  be  aware  of  this  misconception. 
Interviews  conducted  with  79  breast  and  colorectal  cancer 
patients  by  Dunkel-Schetter  (1984)  revealed  that  87%  of 
cancer  patients  indicated  that  they  sometimes  tried  to  cope 
by  keeping  their  feelings  to  themselves.  Of  these  patients, 
59%  indicated  that  they  kept  guiet  even  though  they  desired 
to  communicate  because  they  were  afraid  of  how  others  would 
react  if  they  really  expressed  their  feelings.  Dunkel- 
Schetter  (1984)  found  that 

They  refrained  from  talking  openly  because  they  were 
afraid  to  bother,  upset,  or  bore  others;  they  did  not 
want  others  to  worry  about  them;  they  did  not  want  to 
be  pitied  or  to  create  a negative  impression;  or,  when 
they  wanted  to  talk,  either  no  one  was  available  to 
listen  or  it  was  inappropriate  to  talk.  (p.  87) 

From  the  answers  to  open-ended  guestions  asked  of 

relatives  who  had  been  involved  in  a support  group  with 

cancer  patients,  Plant  et  al.  (1987)  found  that  another 

misconception  of  family  members  was  that  talking  about 


30 


cancer  with  the  patient  would  upset  the  patient.  However, 
"after  attending  the  group  and  hearing  other  patients 
discuss  the  benefits  of  being  able  to  talk  openly  about  the 
disease,  they  came  to  realize  that  they  may  have  been 
missing  a valuable  opportunity"  (p.  320). 

In  an  interview  that  Holleb  (1980)  conducted  with 
Jimmie  Holland,  Chief  M.D.  of  the  psychiatric  Service  at  the 
Memorial  Sloan-Kettering  Cancer  Center  in  New  York,  Dr. 
Holland  offered  her  opinion  about  the  importance  of  open 
communication : 

The  most  important  thing  is  to  encourage  open 
communication.  A diagnosis  of  cancer  should  not  be  a 
"secret."  The  more  a family  can  deal  with  it  openly — 
just  as  they  would  any  other  family  problem — the  better 
they  will  be  able  to  deal  with  it,  and  the  less 
isolated  and  stigmatized  the  patient  will  feel. 

(Holleb,  1980) 

After  exploratory  experimentation  with  a procedure 
called  "Life"  tapes,  Rosenbaum  and  Rosenbaum  (1987)  offered 
their  explanations  for  why  open  communication  was  effective. 
The  procedure  included  inviting  the  cancer  patient  and 
his/her  family  to  talk  with  an  interviewer  about  each  family 
member's  life  experiences,  beginning  with  one's  earliest 
memories.  According  to  Rosenbaum  and  Rosenbaum  (1987),  the 
ability  to  self-disclose,  at  times  in  great  detail,  had  the 
dual  benefit  of  relieving  the  patient  of  pent  up  feelings 
and  frustrations  as  well  as  building  understanding  with 
family  members. 

Northouse  and  Northouse's  (1988)  review  of  the 
literature  indicated  that  while  research  on  the  subject  of 
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the  link  between  open  communication  and  coping  is  sparse, 
the  existing  evidence  does  support  that  self-disclosure  is 
positively  related  to  coping  with  cancer. 

Research  has  shown  that  cancer  patients  are  not 
receiving  as  much  social  support  as  needed.  Research  also 
indicates  that  there  is  a time  in  the  illness  of  cancer  that 
seems  to  be  especially  problematic  for  cancer  patients 
trying  to  receive  social  support:  immediately  after 

diagnosis.  This  time  is  marked  by  fear  of  the  cancer  itself 
by  both  the  cancer  patient  and  his/her  spouse  (Gotay,  1984) . 

A study  by  Jamison,  Wellisch,  and  Pasnau  (1978)  found 
that  amount  of  communication  varied  in  relation  to  time 
surrounding  breast  cancer  surgery.  Results  showed  that  89% 
of  the  breast  cancer  patients  claimed  that  little  or  no 
discussion  with  a spouse  or  significant  other  occurred 
before  surgery,  87%  said  this  lack  of  communication  occurred 
during  hospitalization,  and  50%  said  this  lack  of 
communication  continued  after  returning  home. 

Patients  wanted  the  most  communication  before  surgery. 

A study  by  Friedman,  Lehane,  Webb,  Weinberg,  and  Cooper 
1994)  found  that  cancer  patients  (27%  of  whom  had  breast 
cancer)  reported  that  the  most  anxiety  provoking  situations 
were  having  diagnostic  tests  (67%)  and  waiting  for  the 
results  (75%).  Thus,  emotional  support  was  especially  needed 
at  this  time  to  help  reduce  anxiety.  Similarly,  Jamison  et 
al.  (1978)  found  that  42.1%  of  the  women  indicated  that  the 
worst  time  "from  an  emotional  or  psychological  standpoint" 
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was  immediately  after  the  lump  was  discovered.  Yet,  only 
11%  of  the  sample  received  support  when  it  was  most  needed 
from  their  spouse  or  significant  other!  They  did  not 
receive  support  until  after  they  had  returned  home  from  the 
hospital . 

The  need  for  social  support,  however,  does  not  end  with 
the  completion  of  surgery.  Cancer  patients  need  emotional 
social  support  throughout  their  survival  of  the  disease. 
Herold  and  Roetzheim  (1992)  discussed  cancer  in  terms  of 
"seasons  of  survival."  Acute  survival  begins  with  the 
diagnosis  of  the  disease  and  its  treatment.  According  to 
Herold  and  Roetzheim,  the  cancer  patient  struggles  with 
issues  of  morality  during  this  stage.  "Extended  survival" 
is  the  remission  period  in  which  the  patient  copes  with 
physical  limitations  and  the  fear  of  recurrence.  "Permanent 
survival"  is  when  the  patient  re-enters  society  still 
dealing  with  the  long-term  effects  of  treatment  and  fear  of 
recurrence.  Social  support  is  important  to  the  cancer 
patient  throughout  the  "seasons  of  survival." 

Therefore,  being  treated  differently,  being  avoided, 
and  provider  misconceptions  are  all  problematic  for  the 
cancer  patient,  especially  immediately  after  discovery  of  a 
lump.  Research  has  indicated  that  being  treated 
differently,  avoidance  of  cancer  patients  and  avoidance  of 
the  topics  of  cancer,  and  avoidance  of  patient's  feelings 
and  fears  does  occur  and  that  these  behaviors  resulted  in 
ineffective  social  support  for  the  cancer  patient. 
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Ineffective  social  support,  then,  creates  problems  for  the 
cancer  patient  by  reducing  the  efficiency  of  coping  by  the 
cancer  patient  throughout  her  cancer  experience. 

The  reason  why  it  is  so  important  to  improve  these 
supportive  interactions,  according  to  Evans  and  Clarke 
( 1983 ) , is  that 

We  have  come  to  believe  that  improving  communication 
performance  among  these  participants  [patients,  family, 
and  friends] , providing  essential  resources  in  support, 
would  not  only  boost  compliance  with  treatment,  but 
help  patients  and  their  significant  others  to  lead  more 
fulfilling  lives  while  coping  with  cancer.  (p.  226) 

Similar  sentiments  were  voiced  again  by  Evans  and  Clarke 

(1983)  when  they  said  that  "Patients  who  report  close 

interpersonal  ties  cope  much  more  fully  than  those  lacking  a 

solid  network"  (p.  233). 

To  this  point,  the  problems  that  cancer  patients  face 
with  social  support  have  been  examined.  In  order  to  correct 
the  problems,  it  must  be  known  what  would  be  helpful  to 
cancer  patients  from  their  perspective  so  that  they  could 
receive  helpful  social  support. 

Social  Support  Perceived  as  Helpful  to  Cancer  Patients 
Research  on  helpful  behaviors  has  been  limited. 

Wortman  (1984)  reviewed  the  literature  and  found  some 
examples  of  helpful  behavior.  One  study  found  that  of  the 
various  types  of  support  offered  (i.e.,  emotional, 
instrumental) , 90%  of  the  cancer  patients  reported  emotional 
support  as  the  most  helpful  type  of  support.  Dunkel- 
Schetter  (1984)  similarly  had  81%  of  the  cancer  patients 
rate  emotional  support  as  the  most  helpful.  Other  studies 
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reviewed  by  Wortman  (1984)  indicated  that  opportunity  to 
discuss  feelings,  particularly  negative  ones,  was  a very 
important  type  of  support.  Wortman  (1984)  explained  that 
emotional  support  would  help  the  patient  clarify  his/her 
feelings  and  would  aid  in  developing  strategies  for  managing 
them  more  effectively. 

There  is  evidence  that  emotional  support  may  not  be 
only  comforting  psychologically  to  the  cancer  patient  but 
that  other  positive  outcomes  may  be  related  to  emotional 
support  as  well.  In  a study  targeting  the  general  public 
(not  cancer  patients),  Schaefer,  Coyne,  and  Lazarus  (1981) 
did  a 12-month  study  of  100  middle-aged  (45-64  years  old) 
persons  living  in  California.  Part  of  the  study  assessed 
the  relationship  of  three  types  of  support  (emotional, 
tangible,  and  informational)  to  depression  and  negative 
morale.  The  results  indicated  that  emotional  support  was 
inversely  related  to  depression  and  negative  morale  in  the 
general  public. 

Fiore,  Coppel,  Becker,  and  Cox  (1986)  studied  the 
relationship  of  emotional  support  to  adjustment  in  a long- 
term stressful  illness  experience  similar  to  cancer.  The 
sample  was  comprised  of  spouses  of  patients  with  Alzheimer 
disease.  The  results  were  consistent  with  the  findings  of 
Schaefer  et  al.  (1981):  satisfaction  with  emotional  social 

support  was  the  best  predictor  of  depression  (versus 
freguency  of  contact  or  use  or  perceived  availability  of 
network  support) . 
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Evidence  supports  that  emotional  support  is  also 
psychologically  helpful  in  the  case  of  breast  cancer  (Bloom, 
1982;  Gothcher,  1993;  Zemore  & Shepel,  1989).  Irwin  and 
Kramer  (1988)  conducted  a longitudinal,  guasi-exper imental 
study  with  181  adult  cancer  patients  who  were  recently 
diagnosed  with  cancer  (14.9%  had  breast  cancer)  and  were 
about  to  undergo  curative  radiation  therapy.  The  study 
found  that  patients  who  had  more  socioemot ional  support  were 
less  psychologically  depressed. 

One  problem  with  that  study  however,  concerns  the  way 
emotional  support  was  measured.  Four  guest ions  were  used  to 
ask  "How  do  you  feel  about  (a)  Your  own  family  life?  (b)  The 
things  you  and  your  family  do  together?  (c)  The  people  you 
see  socially?  [and]  (d)  The  things  you  do  and  the  times  you 
have  with  your  friends?"  The  respondent  was  asked  to  rate 
each  question  on  a seven  point  scale  ranging  from 
"delighted"  to  "terrible."  This  procedure  appears  to 
measure  social  support  in  a global  method  versus  as  a 
specific  function  of  support  (emotional) . 

Another  study  by  Bloom  and  Spiegal  (1984)  examined  the 
role  of  emotional  support  from  family  members  in  relation  to 
psychological  well  being  for  women  with  advanced  breast 
cancer.  In  this  study  emotional  support  was  measured  by  the 
Family  Environment  Scale  that  asks  true-false  questions  of 
the  patient  about  his/her  perception  of  the  quality  of 
support  offered  at  home.  Questions  included  topics  such  as 
cohesiveness  ("Family  members  really  help  and  support  each 
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other") , expressiveness  ("We  tell  each  other  about  our 
personal  problems"),  and  conflict  ("We  fight  a lot  in  our 
family").  These  topics  relate  more  closely  to  the  concept 
of  emotional  support  than  the  ones  studied  by  Irwin  and 
Kramer  (1988).  Evidence  from  this  study  also  supports  the 
positive  relationship  between  emotional  support  and  well- 
being; women  with  more  emotional  support  had  a more  positive 
outlook  on  life. 

Bloom  (1982)  used  four  questions  from  the  Family 
Environment  Scale  as  a measure  of  emotional  support  in  a 
study  with  133  women  with  breast  cancer.  This  study  did  not 
focus  on  subjects  with  the  advanced  stages  of  the  disease, 
but  rather  sampled  women  from  one-week  post  surgery  until  2\ 
years  post  surgery.  Evidence  indicated  that  emotional 
support  was  a strong  predictor  of  the  use  of  coping 
responses  and  was  associated  with  adjustment.  The  results 
suggest  that 

woman  who  have  more  supports  will  use  fewer  modes  of 
accommodating  to  the  stress  of  having  breast  cancer. 
Woman  who  use  fewer  accommodating  modes  of  coping  will 
have  higher  self-concept,  feel  more  powerful  vis-a-vis 
their  illness  experience  and  undergo  less  psychological 
distress.  (Bloom,  1982,  p.  1335) 

Thus,  the  literature  provides  evidence  that  emotional 
social  support  is  one  of  the  most  beneficial  types  of 
support  for  cancer  patients.  However,  the  way  emotional 
social  support  was  measured  in  these  studies  and  many  others 
has  been  limited.  According  to  Thoits  (1985),  many  studies 
of  social  support  examined  either  the  utilization  or 
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availability  of  aid,  or  the  studies  examined  the  subjects' 
perception  that  aid  was  available  to  them. 

These  studies  have  quantified  social  support  through 
measures  such  as  the  Social  Support  Behaviors  Scale  (Vaux, 
Stewart,  & Riedel,  1987)  and  the  Inventory  of  Socially 
Supportive  Behavior  (Barrera,  Sandler,  & Ramsay,  1981) . By 
restricting  attention  to  such  questionnaires,  much  in-depth 
information  was  lost.  What  is  missing  is  a concentration  on 
the  behaviors  that  comprise  social  support  (Dakof  and 
Taylor,  1990) . The  respondent  is  forced  to  make  a choice 
based  on  predetermined  behaviors  such  as  "Would  a family 
member  lend  you  $25?"  Thus,  while  these  questionnaires  may 
be  adequate  for  measuring  availability,  they  lack  the 
ability  to  generate  new  behaviors.  What  is  also  lacking  is 
a list  of  behaviors  that  are  specific  for  each  stressor  or 
situation.  How  do  we  know  that  money  is  an  issue  for  all 
situations?  Another  problem  is  that  attending  only  to  these 
questionnaires,  researchers  cannot  answer  the  question, 

"What  makes  a behavior  or  message  supportive?"  We  know  from 
the  respondents'  answers  on  the  questionnaires  that  certain 
behaviors  are  supportive,  but  we  do  not  understand  why. 

I wanted  to  discover  helpful  social  support  behaviors 
from  the  breast  cancer  patients'  perspective.  More  to  the 
point,  I wanted  to  discover  communication  behaviors  that 
were  emotionally  supportive  to  breast  cancer  patients.  I 
wanted  answers  to  the  question,  "What  do  I say  to  someone 
who  has  cancer?"  In  order  to  get  a better  understanding  of 
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helpful  social  support  via  the  breast  cancer  patient's 
perspective,  I wanted  to  obtain  information  directly  from 
breast  cancer  patients.  I was  interested  in  the  breast 
cancer  patient's  interpretation  of  meaning  of  social  support 
behaviors . 

Interpretations  of  behaviors  can  vary  among  people  and 
across  situations  (Hammersley  & Atkinson,  1983) . The  goal 
of  qualitative  research  is  "interpretive  understanding" 
(Smith,  1983)  or  understanding  experience  as  closely  as 
possible  as  the  participants  experience  it  (Sherman,  Webb,  & 
Andrews,  1984).  "Qualitative  inquiry  seeks  to  understand 
human  behavior  and  human  experience  from  the  actor's  own 
frame  of  reference,  not  the  frame  of  reference  of  the 
investigator"  (Owens,  1982,  p.  7).  Qualitative  research 
methods  are  an  excellent  way  to  gain  insight  into  the 
meanings  that  humans  attach  to  their  own  and  others  actions 
(Lindof,  1995).  As  the  goal  of  this  study  is  to  understand 
helpful  social  support  behaviors  from  the  breast  cancer 
patient's  perspective,  qualitative  research  methods  seem 
ideally  suited  for  this  purpose. 

One  type  of  qualitative  method  is  ethnography. 
Ethnography  is  concerned  with  "the  meaning  of  action  and 
events  to  the  people  we  seek  to  understand"  (Spradly,  1979, 
p.  5) . In  this  study,  the  meaning  of  social  support 
behaviors  of  cancer  patients  was  sought.  One  method  that 
ethnographic  researchers  use  to  "interpret  the  world"  the 
same  way  a particular  group  or  culture  views  the  world  is 
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through  participant  observation  (Hammers ley  & Atkinson, 

1983).  Hammersley  and  Atkinson  (1983),  explained  that  with 
participant  observation, 

gL^aeSSiPs^^0?chffor1Sn^;^rs;^^ae;stLe 

e“p«Ie^e£ofnfeed  ?hSCriPti°nS  °f  th«  concrete 

Sf  the  solial  ruf^W  hln.J  Parti^lar  culture  and 

it.  (P  8)  Patterns  that  constitute 

Participant  observation  is  just  one  type  of  qualitative 
method  suitable  to  understand  one  culture's  interpretations 
of  certain  messages.  In  addition  to  participant 
observation,  another  type  of  qualitative  method  is 
interviewing  participants.  Interviewing  is  necessary  when  a 
archer  cannot  directly  observe  naturally  occurring 
behaviors  (Lindof,  1995).  Acts  of  social  support  for 
someone  who  has  breast  cancer  can  be  a very  personal 
experience.  It  would  be  uncomfortable  for  a researcher  to 
directly  observe  a family  member  discussing  the  fear  of 
death  with  a breast  cancer  patient  or  to  hear  a husband's 
remarks  about  the  loss  of  his  wife's  breast  because  of  a 
mastectomy.  Hence,  by  interviewing  breast  cancer  patients, 
the  researcher  can  access  information  that  he/she  may  not 
otherwise  have  a chance  to  observe. 

"interviews  are  especially  well  suited  to  helping  the 
researcher  understand  a social  actor's  own  perspective" 
(Lindof,  1995,  p.  167).  Linclof  (1995)  went  on  to  expla.n 

that  by  interviewing  a certain  group/culture,  "the 
researcher  expects  the  special  nature  of  what  they  have 
experienced  to  result  in  a special  articulation:  words  that 
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can  be  expressed  only  by  someone  who  has  'been  there'"  (p. 
167).  Hence,  interviewing  would  allow  the  researcher  to 
discover  helpful  social  support  behaviors  that  would  not  be 
directly  observable  to  the  researcher  and  that  may  not  be 
discussed  through  participant  observation. 

There  are  several  types  of  interviews  that  may  be  used 
in  gualitative  research  (Lindof , 1995) . Ethnographic 
interviews  occur  during  episodes  of  participant  observation. 
It  is  the  most  informal,  conversational,  and  spontaneous  of 
the  types  of  interviews.  It  yields  data  that  is  difficult 
to  compare  directly  since  the  same  topic  may  not  be 
discussed  again  in  future  meetings. 

Informant  interviews  are  conducted  with  people  who  have 
more  knowledge  of  a certain  topic.  Informants  are  selected 
for  an  interview  because  they  are  seen  as  more  valuable  than 
others  for  achieving  research  goals.  These  informants  are 
usually  interviewed  many  times  about  certain  topics  and 
their  responses  are  easily  compared. 

Respondent  interviews  are  similar  to  traditional  survey 
techniques.  The  same  list  of  open-ended  questions  are  asked 
of  each  respondent.  These  questions  are  derived  from  a 
strong  conceptual  framework  (Lindof,  1995) . The  interviewer 
meets  with  the  respondents  only  once,  or  maybe  twice.  By 
asking  the  same  questions  in  approximately  the  same  order, 
the  researcher  "minimizes  interviewer  effects  and  achieves 
greater  efficiency  of  information  gathering"  (Lindof,  1995, 
p.  172)  . In  addition,  respondent  interviews  enable  the 
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researcher  to  generate  and  redefine  interpretive  categories 
(Lindof , 1995) . 

The  present  study  sought  to  examine  acts  of  helpful 
social  support  from  the  cancer  patient's  perspective. 
Participant  observation  would  help  the  researcher  understand 
the  interpretation  of  some  social  support  acts  but  not 
necessarily  the  ones  the  researcher  was  interested  in 
(emotional  social  support  acts) . As  the  goal  of  the  study 
was  to  assess  a variety  of  interpretations  of  social 
support,  ethnographic  interview  techniques  would  be 
inefficient  because  of  their  lack  of  comparability.  Because 
of  the  fact  that  the  information  requested  was  highly 
revealing,  the  researcher  did  not  want  to  interview  breast 
cancer  patients  one  on  one,  over  and  over  again,  and  make 
anyone  feel  uncomfortable.  Hence,  informant  interviews  were 
eliminated. 

The  researcher's  goal  was  to  elicit  a variety  of 
interpretations  of  social  support  behavior  and  to  assess 
commonalities  of  opinions  of  helpful  social  support 
behavior.  By  interviewing  a group  of  people,  the  researcher 
could  reduce  the  pressure  of  individuals  feeling  obliged  to 
answer  every  question.  One  in-depth  interview  session  would 
be  a more  expedient  and  less  stressful  method  to  elicit 
highly  sensitive  information  from  breast  cancer  patients. 

In  addition,  by  formulating  a standard  protocol  of 
questions,  the  researcher  could  compare  interpretations  of 
social  support  behavior  from  different  sources.  Hence,  the 
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respondent  interview  method  was  chosen  for  its  compatibility 
with  these  research  goals. 

As  stated  earlier,  effective  respondent  interviews  are 
based  upon  a strong  conceptual  framework.  To  locate  a 
framework,  the  researcher  examined  the  literature  on  helpful 
social  support.  The  remainder  of  the  chapter  will  detail 
how  a framework  was  found  and  chosen  and  how  that  framework 
was  used  to  develop  research  guestions.  (Research  guestions 
are  common  in  qualitative  inquiry  (Lindof,  1995)). 

Research  on  Helpful  Social  Support  Behaviors 

To  investigate  helpful,  communication  behaviors,  it 
was  logical  to  examine  if  any  lists  of  helpful  communication 
behaviors  existed.  It  was  discovered  that  few  studies  have 
attempted  to  empirically  determine  helping  behaviors. 

Wortman  (1984)  suggested  doing  a study  whereby  cancer 
patients  would  be  asked  to  (a)  identify  problems  they 
experience,  (b)  identify  the  persons  who  had  been  helpful  in 
dealing  with  these  problems,  and  (c)  indicate  specifically 
what  the  person  had  done  or  how  they  behaved.  "By  asking 
respondents  to  identify  specific  behaviors,  it  may  be 
possible  to  enhance  our  understanding  of  what  it  is  about 
emotional  support  or  the  provision  of  aid  that  is  perceived 
as  helpful"  (Wortman,  1984,  p.  2349).  Wortman  (1984) 
claimed  that  the  benefit  of  learning  specific  helpful 
behaviors  is  that  it  would  be  easier  to  teach  them  to  family 
members  and  friends  and  would  be  more  feasible  than  simply 
saying  that  others  should  be  more  supportive  or  loving. 
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One  study,  by  Dunkel-Schetter  (1984),  was  found  in 
which  cancer  patients  (those  with  breast  and  colorectal 
malignancies  only)  were  asked  to  do  as  Wortman  (1984) 
suggested,  to  describe  the  most  helpful  things  anyone  had 
done  since  their  diagnosis.  The  most  frequent  helpful  type 
of  social  support  indicated  was  emotional  support  (81%), 
followed  by  informational  support  (41%) , appraisal  support 
(6%) , and  instrumental  aid  (6%) . 

In  Dunkel-Schetter ' s (1984)  study,  three  subcategories 
of  emotional  support  were  found:  love,  understanding,  and 

reassurance  or  encouragement.  Love  was  the  most  frequently 
mentioned  subcategory  (46%).  Understanding  and  reassurance 
subcategories  were  mentioned  almost  equally  in  frequency 
(29%  and  26%  respectively).  Unfortunately,  the  sub- 
categories of  emotional  support  were  difficult  to  translate 
into  specific  communication  behaviors. 

More  in-depth  research  needs  to  be  done  to  assess 

exactly  the  types  of  behaviors  that  friends  and  family  can 

do  to  offer  love,  reassurance,  and  understanding.  Dunkel- 

Schetter's  (1984)  research  provides  some  avenues  to  follow 

but  does  not  permit  the  development  of  a list  of  specific 

behaviors  that  friends  and  families  could  follow  to  become 

more  emotionally  supportive. 

A Framework  on  Which  to  Base  the  Research 
Questions 

A study  by  Gottlieb  (1978) , in  which  a content  analysis 
of  helping  behaviors  was  developed,  was  more  successful  at 
translating  sub-categories  of  emotional  support  into 
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communication  behaviors  (i.e.,  talking,  listening). 
Gottlieb's  (1978)  article  has  been  cited  often  in  the 
literature,  both  in  articles  (Barrera,  1986;  Cohen  & Wills, 
1985;  Depner,  Wethington,  & Ingersoll-Dayton,  1984;  Dunkel- 
Schetter,  1984;  Pearson,  1986;  Rook  & Dooley,  1985;  Rose, 
1990;  Starker,  1986;  Thoits,  1986;  Wilcox,  1981;  Wortman, 
1984)  and  book  chapters  (Barrera,  1981;  Cohen  & Syme,  1985; 
Hall  & Wellman,  1985;  Pearlin,  1985;  Tardy,  1988;  Vaux, 

1988;  Wellman,  1981;  Wortman  & Conway,  1985). 

The  frequency  of  the  references  to  Gottlieb's  (1978) 
work  attests  that  it  is  an  important  contribution  to  the 
study  of  social  support.  A review  of  the  works  cited 
indicates  that  it  is  both  Gottlieb's  methodology  and 
resulting  typology  that  is  his  important  contribution  to  the 
study  of  social  support.  Gottlieb's  (1978)  methodology  was 
important  because  he  "conducted  one  of  the  few  studies  to 
examine  empirically  generated  helping  behaviors"  (Vaux, 

1988 , p 19)  . 

Gottlieb  (1978)  collected  data  by  asking  single  woman 
on  welfare  to  describe  in  detail  helping  behaviors  that 
others  had  extended  in  response  to  certain  problems  that 
these  women  had  faced.  Three  coders  then  examined  the 
interview  responses  and  generated  twenty-six  categories  of 
helping  behavior,  that  were  divided  into  four  different 
types  of  social  support  (one  of  which  was  emotional  social 
support) . 
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As  stated  previously,  Gottlieb's  (1978)  study  was  more 
explicit  than  Dunkel-Schetter ' s (1984)  study  in  categorizing 
helpful  emotionally  supportive  behaviors  into  specific 
communication  acts.  Gottlieb's  (1978)  list  of  emotionally 
supportive  behaviors  offered  the  most  communication-oriented 
behaviors.  As  the  study  has  been  rated  highly  for  its 
methodology  and  originality,  it  was  logical  to  use  the 
emotional  support  categories  for  further  investigation.  The 
twelve  categories  of  emotional  social  support  from 
Gottlieb's  (1978)  study  are  talking,  listening,  reassuring, 
showing  concern,  encouraging,  understanding,  respecting, 
providing  companionship,  trusting,  being  intimate,  providing 
accompaniment  in  a stressful  situation,  and  providing 
extended  periods  of  care. 

Gottlieb's  study,  however,  left  many  questions 
unanswered  about  the  optimal  way  to  perform  those 
communication  behaviors.  For  example,  reassurance  was  coded 
as  a type  of  emotionally  supportive  behavior.  But,  it  is 
unknown  about  what  cancer  patients  want  to  be  reassured. 

In  summary,  little  research  has  been  done  to  determine 
helpful  social  support  behaviors.  Of  the  few  studies 
completed,  Gottlieb's  (1978)  study  offered  the  most  detail 
on  categories  of  helpful,  emotionally  supportive  behaviors. 
However,  more  information  on  the  categories  of  helpful 
behavior  would  be  useful.  In  particular,  more  information 
on  communication  behaviors  such  as  listening  and 
understanding  would  be  helpful  for  family  members  and 
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friends  of  cancer  patients.  This  information  could  be 
utilized  to  develop  a specific  list  of  communication 
behaviors  that  supporters  could  provide  to  breast  cancer 
patients,  as  suggested  by  Wortman  (1984).  An  examination  of 
the  twelve  emotional  support  behaviors  from  the 
communicologist  perspective  brought  several  questions  to 
mind . 

I was  interested  in  discovering  the  topics  that  breast 
cancer  patients  wanted  to  discuss  in  order  for  others  to 
offer  helpful  social  support  in  relation  to  several  of 
Gottlieb's  categories  (i.e.,  reassuring,  encouraging). 

Thus,  Research  Question  1 asks,  What  topics  are  deemed 
helpful  for  others  to  discuss  in  order  to 

(1)  offer  reassurance? 

(2)  offer  encouragement? 

(3)  show  concern? 

Research  Question  2 asks,  What  topics  are  important  for 
others  to 

(1)  listen  to? 

(2)  be  trusted  with  and  remain  confidential? 

(3)  be  willing  to  talk  about? 

(4)  understand? 

Types  and  Sources  of  Emotional  Social  Support  in  Relation  to 
Specific  Stressors 

Types . In  his  study  with  single  women  on  welfare, 
Gottlieb  (1978)  found  that  these  subjects  rated  certain  sub- 
categories of  emotionally  supportive  behaviors  as 
particularly  helpful.  The  most  frequently  mentioned  sub- 
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categories  of  emotional  support  were  talking,  listening,  and 
understanding.  Dunkel-Schetter ' s (1984)  study  with  cancer 
patients  found  "love"  to  be  the  most  helpful  emotional 
support  behavior.  As  noted  earlier,  "love"  does  not 
translate  well  into  specific  communication  acts.  Since 
Gottlieb's  (1978)  classification  scheme  of  informal  helping 
behaviors  lists  more  precise  communication  acts,  it  would  be 
useful  to  ascertain  which  of  those  sub-categories  of 
emotional  support  would  be  judged  most  helpful  by  cancer 
patients.  So  Research  Question  3 asks,  Are  certain  sub- 
categories of  Gottlieb's  emotionally  supportive  behaviors 
more  helpful  than  others  to  cancer  patients? 

Sources . The  type  of  support  behavior  perceived  as 
helpful  is  important  to  examine,  but  the  source  of  a 
particular  behavior  can  influence  the  cancer  patient's 
evaluation  of  the  helpfulness  of  that  behavior.  Dakof  and 
Taylor's  (1990)  study  with  cancer  patients  found  that, 
indeed,  different  types  of  support  from  different  sources 
were  perceived  as  helpful.  For  example,  the  most  frequently 
mentioned  helpful  behavior  from  a spouse  was  just  "being 
there"  physically,  but  for  a friend  it  was  expression  of 
concern. 

There  are  two  important  sources  of  informal  helping 
behavior  for  cancer  patients:  family  and  friends.  According 
to  Antonucci  (1985),  "family  and  friendship  support  are 
different  in  some  fundamental  ways"  (p.  32).  Antonucci's 
(1985)  review  of  the  literature  found  that  social  support 
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from  families  was  more  important  than  support  from  friends, 
yet  research  also  showed  that  support  from  friends  was  a 
better  predictor  of  well-being  than  support  from  family. 
Antonucci  (1985)  hypothesized  that  the  contradictory  results 
may  be  because  of  the  different  standards  to  which  we  hold 
family  and  friends  accountable  for  their  behavior.  Thus,  it 
is  important  to  discover  the  differences  of  what  is  deemed 
helpful  emotional  support  from  family  versus  friends. 

Research  question  4 asks,  Do  cancer  patients  have  a 
preference  for  family  members  versus  friends  to 

(1)  talk  to  you  when  you  want  to  talk? 

(2)  listen  to  you? 

(3)  reassure  you? 

(4)  show  concern? 

(5)  encourage  you? 

(6)  understand  you? 

(7)  respect  you? 

(8)  provide  companionship? 

Research  question  5 asks,  Is  there  a difference  in  the 
topics  that  cancer  patients  want  family  members  versus 
friends  to 

(1)  listen  to? 

(2)  be  trusted  with  and  remain  confidential? 

(3)  be  willing  to  talk  about? 

(4)  understand? 
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Research  question  6 asks,  Is  there  a difference  in  the 
number  of  sub-categories  of  emotional  support  that  family 
members  versus  friends  offer? 

Stressors . Research  to  identify  the  type  and  source  of 
support  perceived  as  helpful  is  important,  but  research  to 
assess  the  social  support  preferred  for  specific  stressors 
is  needed  as  well.  Neither  Dunkel-Schetter  (1984)  nor  Dakof 
and  Taylor  (1990)  examined  specific  stressors,  preferred 
types,  and  sources  of  social  support. 

Gottlieb  (1978)  did,  however,  examine  specific 
stressors  and  preferences  for  types  of  social  support  for 
single  women  on  welfare.  The  results  showed  that  for 
different  types  of  stressors,  different  types  of  social 
support  were  preferred.  For  single  women  on  welfare,  three 
types  of  specific  stressors  were  listed  most  freguently: 
child-centered,  emotional,  and  financial.  Whereas  both 
emotional  and  problem  solving  support  were  preferred  for 
child-centered  stressors,  emotional  support  was  preferred 
for  emotional  stressors,  and  instrumental  support  was 
preferred  for  financial  stressors. 

Research  has  found  that  cancer  patients  also  face  a 
number  of  specific  stressors.  These  stressors  include 
feeling  alienated,  fear  of  surgical  mutilation  or  treatment, 
and  fear  of  mortality  (National  Cancer  Institute,  1984)  . It 
would  be  useful  to  examine  if  emotional  support  (one  of  the 
most  helpful  types  of  support)  is  helpful  in  relation  to  all 
or  only  some  of  the  specific  stressors  listed  above. 
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Further,  any  specific  behaviors  provided  by  a particular 
source  that  were  deemed  as  especially  helpful  in  response  to 
those  specific  stressors  also  would  be  important 
information . 

As  stated  recently  by  Dunkel-Schetter , Blasband, 

Feinstein  and  Herbert  (1992) , 

The  type  of  support  and  the  provider  of  support  are 
important  and  interacting  factors  in  determining  the 
helpfulness  of  particular  behaviors.  It  is  also  clear 
that  the  helpfulness  of  particular  sources  or  providers 
varies  depending  on  the  stressful  situation.  . . . 

Thus,  the  joint  effects  of  source  of  support  and  type 
of  stressful  situation  warrant  further  investigation  in 
research  on  social  support  effectiveness,  (p.  99) 

Research  Question  7 asks,  Are  there  specific  sub- 
categories of  emotionally  supportive  behaviors  that  are 
preferred  from  specific  sources  for  specific  stressors 
related  to  the  cancer  experience,  such  as 

(1)  feeling  alienated? 

(2)  fear  of  surgical  mutilation? 

(3)  fear  of  treatment? 

(4)  fear  of  death? 

Definition  of  Emotional  Social  Support 

The  literature  contains  many  different  hypotheses  about 
the  definition  and  importance  of  emotional  support.  One 
important,  yet  overlooked,  perception  of  emotional  social 
support  has  been  the  cancer  patient's  perspective  of 
emotional  support,  which  may  be  related  to  how  he/she  copes 
with  the  disease.  Sarason,  Sarason,  and  Pierce  (1990) 
hypothesized  that  the  "personal  meanings"  an  individual 
attributes  to  supportive  behaviors  could  influence  the 
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individual's  coping  and  adaption  efforts.  A better 
understanding  of  emotional  support  from  the  cancer  patient's 
frame  of  reference  could  help  researchers  and  support 
providers  comprehend  what  constitutes  emotional  support  and 
why  it  is  so  important. 

Emotional  support  has  been  conceptualized  by 
researchers  to  include  a variety  of  functions  such  as  the 
verbalization  or  demonstration  of  love,  caring,  esteem, 
value,  empathy,  sympathy,  and/or  group-belonging  (Thoits, 
1985) . However,  no  evidence  has  been  found  that  cancer 
patients  have  been  asked  what  emotional  support  means  to 
them.  The  answer  received  from  cancer  patients  may  help 
determine  which  of  the  functions  postulated  by  researchers 
are  valid.  Thus,  in  my  research,  Research  Question  8 asks, 
How  do  cancer  patients  define  emotional  social  support? 

Behavior.  Melamed  and  Brenner  (1990)  stated  that 
little  research  has  been  done  to  determine  the  actual 
behaviors  that  are  perceived  to  be  supportive.  One  study, 
conducted  by  Gottlieb  (1978)  with  single  women  on  welfare, 
empirically  determined  four  types  of  informal  helping 
behaviors.  One  type  of  informal  helping  behavior,  emotional 
support,  was  classified  as  containing  twelve  different 
supportive  behaviors.  Currently  it  is  unknown  if  these  same 
twelve  emotionally  supportive  behaviors  would  constitute 
emotionally  supportive  behavior  to  a cancer  patient. 
Consequently,  Research  Question  9 asks,  What  behaviors 
constitute  emotional  support  to  a cancer  patient? 
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Importance . Several  research  studies  have  shown  that 
emotional  support  is  rated  by  cancer  patients  as  the  most 
important  type  of  social  support  (Dakof  & Taylor,  1990; 
Dunkel-Schetter , 1984).  What  is  lacking  is  knowledge  of  why 
emotional  support  is  so  important.  Researchers  such  as 
Melamed  and  Brenner  (1990)  have  hypothesized  that  emotional 
support  is  important  because  it  can  provide  encouragement 
during  times  of  stress  and  a feeling  that  one  is  not  alone 
in  the  coping  process.  Cutrona  (1990)  hypothesized  that 
emotional  support  is  vital  after  uncontrollable  events  have 
occurred  (such  as  cancer)  because  it  helps  the  individual  to 
recover  from  negative  emotions  stimulated  by  the  event. 
However,  cancer  patients'  perspective  of  why  emotional 
support  is  so  important  is  lacking.  Research  question  10 
asks,  Why  is  emotional  social  support  so  important  to  a 
cancer  patient? 

Evaluation.  Several  researchers  have  examined  the 
types  of  behaviors  (i.e.,  emotional,  informational)  that 
have  been  judged  as  helpful  (Dakof  & Taylor,  1990;  Gottlieb, 
1978)  . It  would  also  be  useful  to  know  if  there  are 
underlying  factors  that  influence  the  evaluation  of  a 
behavior  as  helpful  or  unhelpful  (Fincham  & Bradbury,  1990) . 
For  example,  does  sincerity  or  excessiveness  influence  the 
cancer  patient's  judgement  of  helpfulness  versus 
unhelpfulness?  Consequently,  Research  Question  11  asks,  Do 
underlying  factors  exist  that  cancer  patients  use  to 
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evaluate  an  emotionally  supportive  behavior  as  helpful 
versus  unhelpful? 

In  the  next  chapter,  the  methods  used  to  answer  these 
questions  will  be  discussed. 


CHAPTER  4 
METHODS 

Subjects 

Rationale  for  Subjects  Selected 

Support  groups  of  breast  cancer  patients  (versus 
individual  breast  cancer  patients)  were  chosen  to  be 
interviewed  for  two  reasons.  One  reason  is  that  breast 
cancer  is  an  emotionally  challenging  disease  to  cope  with, 
and  support  groups  have  facilitators  who  are  trained  to 
handle  emotional  difficulties  that  group  members  might 
experience.  A second  reason  is  that  by  interviewing  a group 
whose  individual  members  know  each  other  well,  the  group 
members  may  prompt  each  other  to  tell  information  about 
themselves  that  is  not  known  by  the  researcher.  This 
prompted  information  could  increase  and  enhance  the 
information  disclosed  from  all  the  group  members  (Hammersley 
& Atkinson,  1983) . 

Background  Information  on  the  Support  Groups 

Two  different  support  groups  for  breast  cancer  patients 
were  chosen  for  inclusion  in  this  study.  The  two  groups 
were  similar  in  that  both  included  only  breast  cancer 
patients  (versus  cancer  patients  and  their  families) . To 
differentiate  the  two  groups,  one  was  labeled  the 
"conversational"  group  and  the  other  was  labeled  the 
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"structural"  group.  The  labels  were  derived  from  the 
groups'  environments. 

The  "conversational"  group  was  started  by  a woman  who 
found  out  she  had  breast  cancer  and  who  wanted  to  talk  to 
other  women  who  had  breast  cancer.  Through  word  of  mouth, 
announcements  posted  in  doctors'  offices,  and  in  the  local 
newspaper,  she  organized  a group  of  women  all  of  whom  had 
breast  cancer.  The  group  received  permission  to  meet  in  a 
local  church  twice  a month,  every  first  and  third  Monday 
evening  from  7:00  P.M.  until  9:00  P.  M.  (Although  the  group 
held  meetings  in  a church,  these  meetings  were  not 
religious . ) 

I phoned  the  leader  of  the  "conversational"  group  after 
reading  about  the  meeting  in  the  local  newspaper.  I asked 
if  I could  use  her  group  for  inclusion  in  my  dissertation. 
She  told  me  she  would  call  some  of  the  group  members  and  get 
their  opinion.  Later  she  contacted  me  and  said  that  I could 
come  to  the  next  group  meeting  and  ask  for  the  group 
members'  formal  permission. 

On  April  6,  1992  I attended  my  first  "conversational" 
group  meeting.  I explained  my  study  to  the  group,  got  their 
permission  to  study  them,  and  had  them  sign  consent  forms. 
During  the  first  and  second  meetings,  I observed  and  took 
notes.  In  the  third  through  the  seventh  meetings,  I used  a 
tape  recorder  and  took  notes. 

All  seven  meetings  lasted  from  two  to  2\  hours. 

Usually  between  five  to  eight  people  would  attend.  The 
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"conversational"  group  was  informal  in  structure.  Sometimes 
all  the  members  were  involved  in  one  discussion,  while  at 
other  times  the  members  splintered  into  several  separate 
conversations.  The  topics  ranged  from  discussing 
impersonal  topics  (i.e.,  the  weather)  to  discussing  personal 
topics  (i.e.,  divorce  and  breast  cancer).  While  the  group 
had  several  members  that  returned  freguently,  other  members 
showed  up  infrequently.  Thus,  the  members  of  the  group 
changed  from  meeting  to  meeting. 

The  room  was  also  informal  in  structure.  It  was  a 
comfortable  room  with  sofas,  plush  arm  chairs,  and  a coffee 
table  at  one  end  and  two  circular  tables  at  the  other  end. 
Every  week  the  members  chose  the  living  room  setting  versus 
the  more  formal  conference  type  tables.  The  living  room  was 
"U"  shaped  with  the  two  sofas  facing  each  other,  a coffee 
table  placed  in  between,  and  chairs  at  the  back  end  of  each 
sofa  that  completed  the  "U"  shape  (see  Figure  1) . While  the 
group  members  sat  in  the  sofas  and  the  plush  chairs,  I 
always  pulled  up  a conference  chair  and  sat  opposite  the 
plush  chairs.  I had  to  sit  there  in  order  to  be  close  to 
the  electrical  outlet  for  my  tape  recorder.  The  Sanyo  tape 
recorder  I used  was  placed  at  my  feet  so  I could  change  the 
cassette  tapes  when  each  side  ended.  The  omni  directional 
microphone  (#33-1070B  by  Radio  Shack)  was  placed  in  the 
middle  of  the  coffee  table  that  was  in  the  middle  of  the 
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Figure  1 

"Conversational"  Group  Room  Structure 
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Thus,  the  "conversational"  group  was  an  informal 
support  group.  The  members  attending  changed  frequently. 

The  discussions  were  free  flowing,  unplanned,  and  consisted 
of  both  emotional  and  educational  support.  Since  I attended 
every  meeting  for  3%  months,  I became  integrated  into  the 
group.  I could  tell  they  were  comfortable  with  my  presence 
because  they  asked  me  for  feedback  on  a project  they  were 
doing,  and  at  one  point  one  group  member  said,  "Kim  has 
become  part  of  the  group." 

The  "structured"  group  was  formal  in  comparison  to  the 
"conversational"  group.  The  "structured"  group  was 
organized  by  the  American  Cancer  Society  and  met  in  the 
conference  room  of  the  Winn  Dixie  Hope  Lodge.  I found  out 
about  this  breast  cancer  support  group  by  calling  the 
American  Cancer  Society  listed  in  the  local  phone  book.  I 
asked  the  woman  in  charge  of  organizing  the  different  cancer 
support  groups  if  I could  attend  the  next  breast  cancer 
support  group  meeting.  She  agreed  and  told  me  that  a local 
television  station  also  would  be  there  covering  the  meeting. 
She  said  I could  bring  my  tape  recorder  to  that  meeting,  but 
only  that  meeting.  Thus,  for  the  other  two  meetings  I had 
to  rely  solely  on  note  taking. 

I attended  three  meetings  over  a period  of  3 months 
with  the  "structured"  group.  The  "structured"  group  only 
met  once  a month,  on  the  first  Tuesday  of  the  month  from 
7:00  p.m.  until  8:00  p.m.  It  was  more  formal  than  the 
"conversational"  group  in  that  it  had  a leader  who  ran  the 
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discussion.  The  leader,  a nurse  who  once  had  breast  cancer, 
was  in  charge  of  starting  the  meeting,  asking  questions,  and 
answering  questions.  In  addition,  she  admonished  the  group 
members  when  they  became  too  chaotic  and  broke  off  into 
separate  discussions. 

The  meetings  were  designed  to  alternately  discuss 
emotional  support  one  month  and  then  breast  cancer  education 
the  next  month.  The  first  meeting  I attended  was  about 
emotional  support.  The  second  meeting  focused  on  education 
about  specially  constructed  swim  suits  for  mastectomy 
patients.  The  third  meeting  was  about  emotional  support. 

The  structure  of  the  room  was  also  more  formal  than  in 
the  "conversational"  group.  Long  conference  tables  were 
placed  in  a wide  rectangular  shape  with  chairs  placed  on  the 
outside  of  the  rectangle  so  that  all  the  participants  could 
look  across  the  empty  space  in  the  middle  and  see  each 
other.  To  the  left  of  the  room,  additional  chairs  were 
placed  in  rows  for  additional  seating  (see  Figure  2) . 

The  "structural"  group  was  much  larger  in  size  than  the 
"conversational"  group  for  the  first  two  meetings. 
Approximately  20  people  attended.  Some  were  forced  to  sit 
in  the  extra  rows  of  chairs  outside  of  the  rectangle.  For 
the  third  meeting,  only  about  ten  people  attended. 

The  woman  I originally  talked  to  on  the  phone  at  the 
American  Cancer  Society  attended  all  three  meetings.  She 
even  ran  the  third  meeting  because  the  nurse  (who  normally 
ran  the  meeting)  was  on  vacation.  She  told  me  that  that 
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Figure  2 

"Structural"  Group  Room  Structure 
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meeting  was  a perfect  meeting  to  ask  for  volunteers  to  come 
in  and  talk  with  me.  Attendance  was  low  that  day  (only  ten 
people  attended) , and  she  felt  I might  get  a better  response 
from  a smaller,  more  intimate  group.  She  was  right.  I 
explained  at  the  beginning  of  the  meeting  that  I needed 
volunteers  to  participate  in  my  study  and  that  it  would 
involve  meeting  on  a night  other  than  the  regularly 
scheduled  Tuesday  night  meeting.  (The  "structural"  group 
was  so  formal  that  I was  not  allowed  to  ask  my  guestions 
during  their  meeting.)  I sent  around  a sheet  of  paper 
asking  for  volunteers  to  record  their  names  and  phone 
numbers.  Eight  women  agreed  to  participate.  Six  of  these 
eight  women  were  able  to  attend  the  night  I conducted  the 
interview . 

Specific  Information  about  the  Group  Members  Interviewed 
In  the  "conversational"  group,  seven  women  were 
interviewed.  These  women  were  35  to  59  years  old.  Six  were 
married  and  one  was  divorced.  Two  women  were  originally 
diagnosed  at  Stage  1 (small  tumor  with  no  lymph  node 
involvement) , and  both  were  in  remission.  Three  women  were 
originally  diagnosed  at  Stage  2 (small  tumor  with  positive 
lymph  nodes,  or  a large  tumor  with  negative  lymph  node 
involvement) , two  of  whom  were  in  remission  and  one  of  whom 
did  not  indicate  her  current  condition  other  than  "good." 

One  woman  was  originally  diagnosed  as  stage  3/4  (large  tumor 
with  positive  lymph  nodes/tumor  that  has  metastasized) , and 
her  current  condition  had  improved  to  a stage  2.  (She  was 
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labeled  as  stage  3 in  the  results  because  of  her  experience 
with  that  stage) . One  woman  was  originally  diagnosed  as  a 
stage  4 and  her  condition  was  poor  because  the  cancer  had 
metastasized.  The  doctors  originally  said  she  would  be  dead 
in  December.  She  was  still  alive  the  following  July  when 
this  study  was  conducted. 

The  woman  who  was  Stage  4 had  her  daughter  attend  the 
night  of  the  study.  Because  of  similarity  of  information 
the  mother  had  disclosed  in  previous  meetings,  I do  not  feel 
that  the  daughter's  presence  impeded  the  mother's 
disclosure.  For  example,  she  repeated  negative  examples  of 
social  support  given  by  a close  family  member. 

The  woman  who  started  the  group  was  not  in  attendance 
the  night  of  the  study.  She  had  been  absent  for  several 
previous  meetings  because  of  complications  associated  with 
her  breast  cancer.  However,  a women  who  I believe  was  an 
unofficial  co-leader  of  the  group  was  in  attendance.  I 
believe  this  woman  was  a leader  in  the  group  because  she 
would  help  the  leader  unlock  the  room,  turn  on  the  air 
conditioning,  and  because  she  was  very  vocal  and  active  in 
the  group.  I felt  comfortable  conducting  the  study  with  her 
present.  She  had  comforted  several  woman  in  past  meetings 
when  they  had  become  upset,  and  I felt  confidant  that  she 
could  handle  that  role  of  comforter. 

Because  of  the  closeness  of  my  relationship  with  this 
group,  I also  felt  comfortable  asking  these  women  to 
critique  the  questions  I was  asking.  I knew  that  in  a few 
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days  I would  be  asking  very  personal  questions  to  a group  of 
women  I did  not  know  well  (the  "structural"  group) . I asked 
the  "conversational"  group  to  tell  me  if  I was  asking  any 
questions  they  felt  uncomfortable  answering  and  to  assess  if 
they  felt  any  of  these  questions  would  be  too  personal  to 
ask  women  who  did  not  know  me  as  well.  The  "conversational" 
group  reassured  me  several  times  during  the  interview  that 
they  were  not  opposed  to  any  questions  and  did  not  feel  the 
"structural"  group  would  be  either. 

In  the  "structural"  group,  six  women  were  interviewed. 
These  women  were  39  to  60  years  old.  Four  were  married  and 
two  were  divorced.  One  women  did  not  indicate  her  original 
diagnosis  but  was  currently  in  remission.  Based  upon 
information  she  gave  during  the  interview,  I would  guess 
that  she  was  either  a Stage  1 or  Stage  2 . Two  women  were 
originally  diagnosed  as  Stage  1.  One  woman  was  cured  (she 
had  not  had  a recurrence  in  15  years) . The  other  woman  was 
in  remission.  Two  women  were  originally  diagnosed  as  Stage 
2,  one  of  whom  was  in  remission,  and  the  other  was  still 
receiving  treatment--she  had  been  diagnosed  only  3 months 
earlier.  One  woman  had  been  diagnosed  as  Stage  3 originally 
and  was  receiving  her  second  6-month  series  of  chemotherapy. 

These  women  were  more  emotional  than  the 
"conversational"  group  during  the  interview.  Three  women 
cried  during  the  interview.  I asked  several  times  if  they 
wanted  me  to  stop  and  they  said  no,  that  it  was  helpful  to 
talk.  The  woman  in  charge  of  all  the  cancer  meetings 


offered  encouraging  words  at  one  point  during  the  meeting. 
I proceeded  through  the  interview,  just  as  I had  with  the 
"conversational"  group,  with  one  exception:  I omitted  the 
guestion  about  fear  of  death.  Because  of  the  emotions 
expressed  previously  by  three  women,  I felt  this  guestion 
might  be  too  emotionally  disturbing  for  this  group. 

Procedure 


On  the  nights  I conducted  my  interview,  first  I set  up 
my  microphone.  For  the  "conversational"  group,  everything 
was  set  up  as  previously  described,  except  that  I sat  at  the 
head  of  the  coffee  table,  directly  across  from  the  stuffed 
chairs.  For  the  "structural"  group,  I moved  three 
conference  tables  into  a triangle  shape.  The  group  members 
sat  on  the  outside  of  the  tables  that  formed  the  right  angle 
of  the  triangle.  I sat  across  from  the  group  at  the  table 
that  completed  the  triangle  (see  Figure  3) . I placed  the 
microphone  in  front  of  me,  pointed  at  the  group  members. 

The  cassette  player  was  on  my  right  so  I could  change  the 
tapes  when  they  ended. 

For  both  groups,  after  everyone  had  been  seated,  I 
explained , 

I am  interested  in  trying  to  understand  the  cancer 
patient's  view  of  the  problems  associated  with 
this  particular  illness.  By  listening  to  your 
views,  I hope  I can  increase  my  own  and  others' 
understanding  of  the  cancer  experience.  To 
accomplish  this  task,  I would  like  to  pose  some 
questions  to  the  group  as  a whole,  and  then  give 
each  of  you  a chance  to  discuss  your  thoughts  and 
feelings.  In  order  to  help  me  remember  all  the 
important  information  you  give  me,  I would  like  to 
tape  record  this  meeting.  All  information 
disclosed  would  remain  anonymous. 
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Figure  3 

"Structural"  Group  Room  Structure  Modified  for  the  Interview 
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All  the  cancer  patients  agreed  to  participate.  The  two 
new  members  in  the  "conversational"  group  and  all  of  the 
members  of  the  "structural"  group,  were  asked  to  complete  an 
informed  consent  form  (see  Appendix  A).  After  signing  the 
consent  forms,  I turned  on  the  tape  machine  and  began  the 
interview  (see  Appendix  B for  the  interview  protocol). 

For  the  first  two  questions,  I made  a point  of  asking 
the  question  to  the  person  to  my  left,  and  then  asking  the 
person  next  to  that  subject,  and  so  on  so  that  each  subject 
was  given  an  opportunity  to  answer  the  first  two  questions. 
This  procedure  was  done  to  show  the  subjects  that  I was 
interested  in  getting  feedback  from  everyone.  I did  not 
continue  to  ask  for  everyone's  feedback  after  these  two 
questions  because  I did  not  want  to  pressure  the  subjects 
into  disclosing  information.  However,  throughout  the 
interviews,  I tried  to  monitor  how  many  times  each  subject 
replied.  If  a particular  subject  was  not  contributing  much, 
I tried  to  give  that  person  opportunities  to  participate.  I 
said  things  such  as  "Does  anyone  else  have  anything  to  add?" 
and  then  glanced  at  the  subjects  who  had  not  said  much.  I 
did  not  feel  comfortable  directly  asking  for  feedback 
because  disclosure  was  voluntary. 

Only  one  subject  (in  the  "conversational"  group) 
rarely  spoke.  During  the  other  meetings  of  this  group  that 
I attended,  it  was  also  rare  that  she  contributed  to  the 
discussion.  After  the  interview,  she  apologized  for  not 
saying  much  and  said  she  just  did  not  have  much  to  say. 


67 


Data  Analysis 

First,  the  tapes  from  each  of  the  two  support  groups 
interview  session  were  transcribed  by  a professional 
transcriber.  The  transcriber  was  instructed  to  indent  every 
time  a new  speaker  spoke  and  to  punctuate  the  discourse 
according  to  standard  English  rules.  After  I received  the 
transcriptions,  I reviewed  them  for  accuracy  by  listening  to 
the  tapes  and  making  a few  minor  changes  to  the  text. 

The  data  set  that  the  coders  used  was  my  revised  copy 
of  the  transcribed  tapes.  I blacked  out  the  names  of  the 
subjects  on  the  transcripts  so  their  identities  would  not  be 
revealed.  I also  put  a mark  beside  my  guestions  and 
comments  so  the  coders  would  not  code  my  remarks.  I left  in 
the  transcripts  the  few  comments  made  by  the  daughter  of  the 
subject  in  the  "conversational"  group.  These  comments  were 
retained  to  make  comprehension  of  the  tapes  easier. 

However,  these  comments  were  also  marked  so  the  coders  knew 
not  to  code  these  remarks. 

This  data  set  was  then  coded  utilizing  the  content 
analysis  developed  by  Gottlieb  (1978) . Gottlieb's  content 
analysis  was  done  to  enable  the  researcher  to  "recreate"  the 
categories  of  emotional  social  support  behaviors  found  by 
Gottlieb.  Without  the  lists  of  behaviors  that  constituted 
each  category,  a more  in-depth  examination  of  those  specific 
behaviors  would  not  be  possible.  As  noted  in  Chapter  3,  one 
of  the  problems  with  social  support  research  has  been  the 
abundance  of  different  terms  to  represent  the  same  behavior. 
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This  researcher  did  not  want  to  add  to  the  problem  by 
developing  a new  typology.  As  Gottlieb's  (1978)  content 
analysis  has  been  referenced  and  used  many  times,  and  as  it 
contained  many  communication  categories  the  researcher  was 
interested  in  studying,  it  seemed  logical  to  use  Gottlieb's 
categories . 

In  Chapter  3,  it  was  argued  that  gualitative  methods 
such  as  participant  observation  and  respondent  interviewing 
were  congruent  with  the  goals  of  this  study.  Content 
analysis  is  not  usually  considered  a gualitative  method. 

The  purpose  of  content  analysis  is  to  develop  categories 
germane  to  the  goal  of  the  study  in  order  to  reduce  large 
amounts  of  data  into  fewer  content  categories  (Tesch,  1990) . 
The  frequency  of  the  occurrences  in  each  of  these  categories 
is  then  computed  in  order  to  draw  conclusions.  For  example, 
Gottlieb  (1978)  and  Dakof  and  Taylor  (1990)  used  frequencies 
to  determine  the  most  helpful  social  support  behaviors.  In 
order  to  compare  results,  frequencies  will  be  determined  for 
a few  questions.  However,  the  main  objective  of  this 
research  is  not  duplication  of  results  (that  is  a primary 
goal  of  quantitative  research,  (Smith,  1983))  but  rather  the 
understanding  of  a phenomenon  (social  support)  from  one 
perspective  (a  breast  cancer  patient) . 

In  conclusion,  in  order  to  eliminate  additional, 
unnecessary  terminology,  it  was  necessary  to  first  complete 
the  content  analysis  to  obtain  the  same  categories  of 
behaviors  that  Gottlieb  obtained.  These  categories  then 
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could  be  qualitatively  analyzed  in  more  depth  to  achieve 
understanding  of  helpful  social  support  behavior  from  the 
breast  cancer  patient's  perspective  (that  is  the  main  goal 
of  this  study) . 

Because  of  the  lengthy  nature  of  this  section,  a brief 
overview  of  Gottlieb's  (1978)  content  analysis  will  be  given 
here,  and  then  each  step  will  be  explained  in  more  detail. 

First,  three  coders  were  trained  (two  coded  the  entire 
data  set  and  a third  judged  discrepancies  between  the  other 
two  coders) . Two  coders  were  instructed  to  first  identify 
scoring  units  (units  to  be  coded)  and  to  mark  them  in  the 
transcripts  by  underlining  each  scoring  unit.  A two-step 
process  then  was  used  to  code  the  scoring  units.  The  first 
step  was  to  go  through  the  transcript  and  code  any  scoring 
unit  that  fell  into  one  of  Gottlieb's  twelve  emotionally 
supportive  behavior  categories.  The  second  step  was  to  go 
back  through  the  transcript  for  any  scoring  unit  not  yet 
coded  to  see  if  it  fit  into  one  of  the  five  non— emotionally 
supportive  categories.  The  scoring  unit  was  marked  if 

it  fit  no  category. 

After  the  two  coders  were  finished,  the  third  coder, 
the  judge,  was  given  a transcript  marked  with  the 
discrepancies  of  the  other  two  coders.  The  judge  was 
instructed  to  decide  if  one  coder  was  right  or  if  both  were 
wrong  concerning  either  scoring  units  or  categories  coded. 

Following  is  a detailed  description  of  the  procedures 
used  to  code  the  data. 
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Training  of  the  Coders 

The  three  coders  were  trained  to  content  analyze  the 
data  utilizing  Gottlieb's  method.  Two  coders,  one  male  and 
one  female,  both  whom  have  Ph.D.  degrees  in  communication, 
were  used  to  code  the  entire  data  set.  The  third  coder,  a 
male  with  a B.S.  degree  in  journalism,  was  used  to  judge 
discrepancies  between  the  other  two  coders.  For  training 
purposes,  the  coders  were  given  a transcript  of  one  person's 
experience  with  a medical  trauma.  In  the  transcript  were 
examples  of  different  types  of  emotional  social  support. 
Gottlieb's  Content  Analysis — Step  One,  Scoring  Units 

First,  coders  were  trained  to  identify  a scoring  unit. 
Each  coder  read  the  following  rules  and  guidelines  for 
determining  scoring  units. 

1.  A scoring  unit  consists  of  explicit  descriptions  of 
the  helping  behaviors--verbal , action-oriented  or  material-- 
that  were  extended  and/or  the  gualities  of  the  helper  deemed 
influential.  In  other  words,  look  for  any  behavior  that 
someone  who  is  ill  might  perceive  as  helpful.  Include 
verbal  behaviors  such  as  "I  love  you,"  nonverbal  behaviors 
such  as  "She  just  kept  holding  me  while  I cried,"  and 
tangible  expressions  such  as  "She  brought  me  flowers"  or 
"She  loaned  me  money  to  pay  my  bills." 

2.  Statements  describing  the  helper's  impact  on  the 

respondent,  frequently  signaled  by  the  stem,  "X  made  me  feel 
. . ."  are  not  accepted  as  scoring  units. 
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3 . Statements  that  are  vague  and  occur  at  the  end  of  a 
sentence,  such  as  "and  everything"  or  "and  everything  else," 
should  not  be  accepted  as  scoring  units.  For  example,  in 
the  sentence,  "He  listened  to  me,  and  did  the  shopping,  and 
everything  else,"  you  would  underline  "he  listened  to  me" 
and  "did  the  shopping"  but  not  the  rest  of  the  sentence. 

4.  Statements  that  include  the  words  "he  was  helpful" 
or  "she  was  supportive"  are  not  accepted  as  scoring  units. 
Only  behaviors  are  accepted  as  scoring  units. 

5.  Statements  that  indicate  why  a behavior  was  deemed 
supportive  is  not  accepted  as  a scoring  unit.  For  example, 
in  the  sentence,  "She  did  my  housekeeping  and  that  was  nice 
because  it  helped  me  from  using  my  arm,"  you  would  only 
underline  only  "She  did  my  housekeeping." 

6.  Statements  that  indicate  the  patient  did  behaviors 
to  help  herself  should  not  be  accepted  as  scoring  units. 

For  example,  the  sentence,  "I  went  and  got  as  much 
information  as  I could  on  cancer,"  is  not  accepted  as  a 
scoring  unit. 

7 . Statements  made  in  reference  to  any  medical 
professional  (doctor,  nurse,  technician)  are  not  accepted  as 
scoring  units.  For  example,  the  sentence,  "Dr.  John  really 
listened  to  me  and  showed  me  he  cared,"  is  not  accepted  as  a 
scoring  unit. 

The  following  are  instructions  to  follow  each  time  a 
scoring  unit  is  identified 
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1.  Please  highlight  the  text  you  think  qualifies  as  a 
scoring  unit.  Highlight  only  the  short  phrases  that 
describe  the  helping  behavior,  not  the  entire  sentence. 

For  example,  in  the  sentence,  "I  went  into  surgery  and  when 
I came  out  three  people  came  to  visit  me,"  only  the  words, 
"three  people  came  to  visit  me"  would  be  highlighted. 

2.  If  you  see  more  than  one  helpful  behavior  in  a 
sentence,  highlight  them  all.  Then  delineate  each  different 
behavior  by  placing  a "/"  in  between  each  behavior.  For 
example,  if  a sentence  said,  "He  told  me  to  keep  working  at 
it,  and  he  brought  me  more  information  to  help  me,  and  he 
was  just  always  there,"  you  would  delineate  like  this:  "He 
told  me  to  keep  working  at  it/  he  brought  me  more 
information  to  help  me/  and  he  was  just  always  there."  Do 
not  worry  about  exactly  where  to  place  the  "/".  The 
important  thing  to  keep  in  mind  is  that  the  "/"  should 
differentiate  behaviors.  So  long  as  all  coders 
differentiate  the  behaviors  at  approximately  the  same  point 
in  the  sentence,  that  is  fine. 

Gottlieb ' s Content  Analysis-Step  Two-Coding 

Next,  the  same  two  coders  coded  the  scoring  units  in  a 
two-step  process.  Each  coder  first  went  through  the  data 
set  and  used  Gottlieb's  (1978)  classification  scheme  for 
helping  behaviors  to  determine  if  the  scoring  units  fit  into 
an  emotional  category  (see  Appendix  C) . The  two  coders  were 
instructed  to  assign  either  one  of  Gottlieb's  categories  or 
leave  the  scoring  unit  blank. 
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Gottlieb's  classification  scheme  included  twelve 
emotionally  supportive  sub-categories:  talking  (unfocused) , 

provides  reassurance,  provides  encouragement,  listens, 
reflects  understanding,  reflects  respect,  reflects  concern, 
reflects  trust,  reflects  intimacy,  provides  companionship, 
provides  accompaniment  in  stressful  situation,  and  provides 
extended  period  of  care. 

Talking  (unfocused)  was  defined  as  the  "airing  or 
ventilation  of  general  concerns  without  reference  to  problem 
specifics."  Examples  of  talking  include,  "She'll  talk 
things  over  with  me"  and  "He  talked  about  everything  with 
me . " 

Provides  reassurance  was  defined  as  "expresses 
confidence  in  R as  a person,  in  some  aspect  of  R's  past  or 
present  behavior,  or  with  regard  to  the  future  course  of 
events."  Examples  of  reassurance  include,  "He  seems  to  have 
faith  in  me"  and  "You  know  you  are  going  to  be  fine." 

Provides  encouragement  was  defined  as  "stimulates  or 
motivates  R to  engage  in  some  future  behavior."  Examples 
include,  "Now  fight  through  it,"  and  "She  pushed  me  a lot  of 
times  when  I was  saying,  oh,  to  heck  with  it". 

Listens  was  defined  as  "listening  only,  without 
reference  to  dialogue."  Examples  of  listens  include,  "He 
listens  to  when  I talk  to  him  about  things"  and  "He  was  a 
good  person  to  go  to  because  he  would  listen  to  me." 

Reflects  understanding  was  defined  as  "signals 
understanding  of  the  facts  of  R's  problems  or  of  R's 


feelings."  Examples  include,  "She  would  know  what  I was 
saying"  and  "She  was  the  only  one  who  seemed  to  be  able  to 
relate  to  what  I was  saying." 

Reflects  respect  was  defined  as  "expresses  respect  or 
esteem  for  R."  Examples  include,  "Some  people  look  down  on 
you;  well,  she  doesn't"  and  "She  told  me  how  impressed  she 
was  with  the  way  I was  handling  the  situation." 

Reflects  concern  was  defined  as  "expresses  concern 
about  the  importance  or  severity  of  the  problem's  impact  on 
R or  for  the  problem  itself."  Examples  include,  "Just  by 
telling  me  how  worried  or  afraid  she  is  for  me"  and  "Even  my 
father  showed  some  emotion  on  this  and  he  does  not  show  any 
emotion. " 

Reflects  trust  was  defined  as  "reflects  reassurance  of 
the  confidentiality  of  shared  information."  Examples 
include,  "She's  someone  I trust  and  I knew  that  it  was 
confidential"  and  "I  felt  comfortable  telling  him  because  I 
knew  he  wouldn't  tell  Pam  how  scared  I was." 

Reflects  intimacy  was  defined  as  "provides  or  reflects 
interpersonal  intimacy."  This  category  refers  to  the 
feeling  of  intimacy,  not  to  references  of  personal 
relationships.  Thus,  while  a sister  is  a more  intimate 
relationship  than  stranger,  "sister"  would  not  be  coded  as 
intimacy  unless  accompanied  by  feelings  of  intimacy  towards 
this  person.  For  example,  "He's  just  close  to  me"  and  "My 
two  brothers  Kevin  and  Bruce,  we  became  pretty  close"  would 


be  coded. 
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Provides  companionship  was  defined  as  "offers  simple 
companionship  or  access  to  new  companions."  Examples 
include,  "Everybody  just  started  showing  up"  and  "Over  forty 
people  showed  up." 

Provides  accompaniment  in  stressful  situation  was 
defined  as  "accompanies  R in  a stressful  situation."  The 
difference  between  mere  companionship  and  provides 
accompaniment  is  that  this  category  includes  the  partner 
being  with  the  patient  in  anxiety  provoking  places  such  as 
the  doctor's  office  or  operating  rooms.  Examples  include, 
"She  took  time  to  be  there  with  me  so  I didn't  have  to  face 
it  alone"  and  "They  snuck  into  intensive  care." 

Provides  extended  period  of  care  was  defined  as 
"maintains  a supportive  relationship  to  R over  what  R 
considers  an  extended  period  of  time."  This  category  is 
similar  to  the  companionship  category,  with  the  exception 
that  this  category  mentions  an  extensive  time  period 
associated  with  the  companionship.  Examples  include,  "She 
was  in  the  hospital  all  the  time"  and  "Paul  was  always 
there.  I could  not  get  rid  of  the  guy." 

The  coders  were  given  the  following  instructions  about 
the  classification  scheme  of  informal  helping  behaviors  by 
Gottlieb  (1978) : 

Please  examine  Gottlieb's  classification  scheme  of 
informal  helping  behaviors  and  become  familiar  with 
each  of  the  twelve  categories.  Then  examine  each 
scoring  unit  and  decide  if  it  fits  into  one  of  the 
twelve  categories  based  upon  the  categories  definitions 
and  the  following  rules. 

Do  not  assign  a code  to  material  behaviors.  For 
example,  while  sending  flowers  might  be  interpreted  as 
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showing  concern,  the  actual  behavior  of  sending  flowers 
does  not  fit  according  to  the  definition  of  concern, 
"expresses  concern  about  the  importance  or  severity  of 
the  problem's  impact  on  R or  for  the  problem  itself." 
Thus,  do  not  interpret  the  intention  of  behaviors,  but 
rather  examine  each  behavior  at  face  value  and  decide 
if  it  can  fit  into  one  of  the  twelve  categories. 

If  a behavior  can  be  coded,  place  the  appropriate 
code  (found  on  the  classification  scheme  sheet  below 
each  category's  name)  above  the  highlighted  scoring 
unit.  If  no  category  is  assigned,  then  write  "#"  above 
the  scoring  unit. 

If  the  speaker  repeats  the  same  helpful  behavior 
over  and  over  again,  (i.e.,  "they  kept  encouraging  me/ 
and  encouraging  me/  and  encouraging  me"),  then  code  the 
first  scoring  unit  of  behavior,  and  for  each  scoring 
unit  thereafter,  place  a "!"  above  each  succeeding 
scoring  unit." 

See  Appendix  D for  an  example  of  a transcript  page  in  which 
all  the  rules  for  coding  scoring  units  are  applied. 

Second,  the  coders  were  instructed  to  go  back  through 
the  transcripts  and  examine  the  scoring  units  that  had  not 
yet  been  coded.  If  the  scoring  unit  did  not  fit  into  one  of 
the  twelve  emotional  support  categories  by  Gottlieb  (1978), 
it  was  examined  to  see  if  it  fit  into  one  of  the 
nonemotional  supportive  categories  as  listed  by  the 
researcher  (see  Appendix  E) . This  list  of  supportive 
behaviors  was  generated  from  supportive  behaviors  frequently 
mentioned  during  the  many  "conversational"  group  and 
"structural"  group  meetings  previously  attended  and  from 
additional  supportive  categories  listed  by  Gottlieb  (1978). 
If  the  scoring  unit  did  not  fit  into  one  of  the  nonemotional 
supportive  categories,  the  coders  were  instructed  to  place  a 
"0"  by  the  scoring  unit. 

The  nonemotional  social  support  categories  included 
five  behaviors  (the  first  three  were  from  Gottlieb  (1978)): 
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provides  referral,  models/provides  testimony  of  own 
experience,  provides  material  aid  and/or  direct  service, 
provides  sentiment  without  face  to  face  contact,  and 
provides  comfort  through  touch. 

Provides  referral  was  defined  as  "refers  R to 
alternative  helping  resources."  An  example  was,  "Gave  me 
the  name  of  a cheaper  car  mechanic." 

Models/provides  testimony  of  own  experience  was  defined 
as  "models  behaviors  or  provides  oral  testimony  related  to 
the  helper's  own  experience  in  a similar  situation."  Two 
examples  were,  "Just  watching  her  taught  me  something"  and 
"Since  she's  been  through  it,  she  told  me  good  advice." 

Provides  material  aid  and/or  direct  service  was  defined 
as  "lends  or  gives  tangibles  (i.e.,  food,  clothing,  money) 
or  provides  services  (i.e.,  babysitting,  transportation)  to 
R.  Two  examples  were,  "He  brought  his  truck  and  moved  me" 
and  "She  took  the  kids  for  the  day." 

Provides sentiment  without  face  to  face  contact  was 

defined  as  "sends  messages  through  written  medium  or  through 
telephone  or  other  item."  Three  examples  were,  "He  called 
me  everyday",  "She  sent  cards",  and  "She  sent  flowers." 

The  last  category,  provides  comfort  through  touch  was 
defined  as  touch  offered  to  provide  emotional  comfort  to  the 
patient.  An  example  was,  "He  just  held  my  hand." 

Reliability  of  the  Two  Coders 

Gottlieb  (1978)  made  sure  that  locating  the  scoring 
unit  and  coding  the  scoring  unit  were  two  different  steps  in 
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order  to  assess  the  reliability  for  both.  In  the  present 
study,  both  steps  were  performed  by  the  two  coders.  The 
interreliability  of  the  two  coders  for  the  scoring  units  was 
r =.74.  This  reliability  coefficient  is  comparable  to 
Gottlieb's  (1978)  reliability  coefficient  of  .76  for  the 
scoring  units.  The  interreliability  for  the  coding  was 
computed  based  only  upon  the  scoring  units  that  both  coders 
agreed  were  scoring  units.  Hence,  this  reliability  is  not 
computed  using  scoring  units  that  one  coder  rated  as  a 
scoring  unit  and  the  other  coder  did  not  code  as  a scoring 
unit.  The  interreliability  for  coding  for  this  study(r  = 
.85),  is  comparable  to  Gottlieb's  coding  reliability  (r  = 
.86)  . 

The  Third  Coder--The  Judge 

The  third  coder  was  trained  in  the  same  way  as  the 
first  two  coders.  But  this  coder,  hereafter  referred  to  as 
the  judge,  did  not  have  guite  as  much  work  to  do  as  the 
first  two  coders.  The  judge  did  not  have  to  identify 
scoring  units  and  code  categories  on  a blank  transcript  of 
the  two  groups.  Instead,  the  judge  decided  disagreements 
between  the  other  two  coders.  A special  transcript  was 
prepared  for  the  judge  in  which  all  the  scoring  unit  and 
coding  disagreements  for  the  two  coders  were  listed. 

Similar  to  the  procedure  used  with  the  other  two 
coders,  first  the  judge  went  through  the  transcript  and 
decided  if  a scoring  unit  marked  as  such  by  only  one  coder 
was  valid.  There  were  136  cases  that  the  judge  had  to  rule 


79 


upon.  In  80  cases,  it  was  clear  that  one  coder  marked  text 
as  a scoring  unit  and  the  other  coder  did  not.  in  56  cases, 
the  coders  agreed  that  a section  of  the  text  was  a scoring 
unit,  but  one  coder  would  mark  the  entire  section  of  text  as 
one  scoring  unit  and  the  other  coder  would  break  up  the  same 
section  of  text  into  several  scoring  units.  A hypothetical 
example  of  this  dilemma  would  be  in  the  sentence,  "My 
husband  helped  with  the  dishes  and  did  other  chores  in  the 
kitchen."  One  coder  would  count  the  entire  sentence  as  a 
scoring  unit  and  the  other  coder  would  break  it  up  into  two 
scoring  units:  "helped  with  the  dishes"  and  "did  other 

chores  in  the  kitchen."  The  judge  had  to  settle  these 
different  types  of  scoring  unit  disagreements.  For  all  the 
scoring  units  deemed  valid,  the  judge  was  reguired  to 
highlight  these  scoring  units.  If  it  was  judged  not  to  be  a 
scoring  unit,  it  was  crossed  out. 

Next,  the  judge  went  back  through  the  transcript  and 
settled  coding  disagreements.  There  were  59  cases  where  the 
coders  agreed  on  scoring  units,  but  not  on  the  coding.  The 
judge  was  instructed  to  agree  with  either  one  of  the  coder's 
categories  listed  or  disagree  with  both  coders  and  assign  a 
"0"  to  that  scoring  unit.  The  judge  followed  the  same  two- 
step  procedure  for  coding  as  the  coders  had  done,  with  one 
exception:  the  judge  went  through  the  complete  two-step 
coding  process  without  going  back  through  the  transcript  a 
second  time.  In  other  words,  the  judge  did  not  make  a 
decision  about  emotional  categories  first  and  then  go  back 
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through  the  transcript  a second  time  to  decide  the 
nonemotional  categories.  This  was  done  because  of  the  small 
number  of  cases  the  judge  had  to  decide. 

Data  Analysis 

The  freguency  of  each  of  Gottlieb's  (1978)  twelve 
categories  of  emotional  support  (i.e.,  talking  unfocused, 
listened)  mentioned  as  helpful  was  computed  for  the  entire 
data  set.  The  frequency  of  each  category  of  emotional 
support  mentioned  in  relation  to  each  stressor  (i.e., 
isolation,  fear  of  treatment)  was  also  computed.  The 
frequency  of  each  category  of  emotional  support  was  also 
computed  for  friends  and  family  in  relation  to  each 
stressor . 

Qualitative  analysis.  A qualitative  analysis  was 
performed  on  the  data  in  addition  to  the  quantitative 
analysis  because  qualitative  analysis  can  provide  depth  and 
detail  (Patton,  1980) . Ethnographic  analysis  was  used  to 
ascertain  the  underlying  factors  that  cancer  patients  use  to 
evaluate  an  emotionally  supportive  behavior  as  helpful. 
Hammersley  and  Atkinson  (1983)  suggested  two  steps  to 
qualitative  analysis:  developing  categories  and  developing 

typologies . 

First,  the  data  set  was  read  several  times  until  the 
researcher  was  familiar  with  its  contents.  Then  the 
researcher  went  through  the  data  set  on  her  computer.  Every 
time  a statement  was  made  about  helpful  behavior  that  seemed 
to  stand  out  from  all  other  statements,  the  researcher  made 
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a notation  at  that  point.  For  example,  one  subject  made  a 
point  of  saying  how  amazed  she  was  that  a new  neighbor  whose 
brother  had  recently  died  of  cancer  had  brought  food.  It 
was  the  detail  about  the  neighbor  being  new  and  the  fact  she 
added  that  the  neighbor's  brother  died  from  cancer  that  made 
this  statement  stand  out  from  other  examples  of  food  that 
had  been  brought  to  the  cancer  patients  and,  hence,  why  a 
notation  was  made  beside  this  statement.  The  researcher 
printed  out  the  data  set  with  these  new  notations  and  read 
and  then  reread  the  noted  statements.  The  concepts  of 
"extra  special"  helpful  behavior  and  normal  helpful  behavior 
became  apparent. 

After  several  readings,  several  similarities  appeared 
among  the  noted  "extra  special"  helpful  behavior  statements. 
Each  group  of  similar  statements  was  then  listed  on  a 
separate  piece  of  paper.  For  example,  all  examples  of 
increased  frequency  of  behavior  were  listed  on  one  sheet  of 
paper,  examples  of  sacrifice  on  another  sheet  of  paper  and 
so  on.  These  separate  pieces  of  paper  were  examined  until  a 
typology  of  terms  was  created  for  each  group  of  statements. 

In  addition,  the  ethnographic  analysis  was  useful  in 
extending  knowledge  about  Gottlieb's  classification  scheme 
of  helping  behaviors  with  regard  to  the  communication 
behaviors  judged  as  helpful  for  providing  emotional  support 
to  cancer  patients.  The  same  method  described  above  was 
used  with  a few  modifications. 
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First,  the  data  set  was  divided  in  two.  Part  one 
consisted  of  the  interview  responses  from  the 
"conversational"  group  and  part  two  consisted  of  the 
interview  responses  from  the  "structured"  group.  For  each 
research  guestion  (except  Research  Question  3,  which  dealt 
with  freguencies) , the  coded  responses  from  both  groups  were 
recorded  on  notebook  paper.  The  responses  for  each  guestion 
were  divided  into  the  emotional  support  categories  as 
defined  by  Gottlieb.  Each  category  of  responses  was  then 
examined  for  typologies.  For  example,  for  Research  Question 
9,  under  the  category  of  talking,  the  following  typology 
resulted:  availability,  amount  of  disclosure,  and  type  of 

interpersonal  context. 

An  ethnographic  analysis  was  done  guestion  by  question 
as  described,  but  another  analysis  was  done  as  well  for  each 
of  the  twelve  emotionally  supportive  categories  that 
Gottlieb  defined.  A common  method  of  data  analysis  was 
used,  the  physical  sorting  of  index  cards  (Lindof , 1995) . 
First,  the  transcript  in  the  computer  was  altered  so  that 
each  coded  scoring  unit  was  put  on  a separate  line.  Then 
lots  of  space  was  placed  between  each  scoring  unit.  The 
entire  data  set  was  then  printed.  Every  coded  scoring  unit 
was  cut  out  and  each  one  placed  on  a separate  5x8  index 
card.  The  index  cards  were  then  sorted  according  to  their 
category  code  (i.e.,  talking,  listening).  The  researcher 
then  examined  each  category  for  similarities  among  its 
statements  and  developed  typologies  for  each  category.  This 
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was  done  to  get  a general  overview  of  the  types  of  behaviors 
found  helpful  for  each  of  the  twelve  emotionally  supportive 
categories . 

Triangu 1 at ion.  Triangulation  is  an  important  step  in 
gualitative  research.  "Triangulation  involves  a comparative 
assessment  of  more  than  one  form  of  evidence  about  an  object 
of  inguiry"  (Lindof,  1995,  p.  239).  In  other  words,  as 
themes  emerge  from  the  data,  these  themes  are  cross-checked 
with  other  forms  of  data  such  as  observation,  interviews, 
and  document  analysis  (Owens,  1982) . The  reason  why 
triangulation  is  so  important  is  because  these  cross-checks 
serve  to  verify  the  information  (Owens,  1982)  . 

Data-source . In  addition  to  the  data  set,  the 
researcher  also  examined  the  notes  and  transcripts  from  the 
meetings  she  attended  before  the  group  interview  and  popular 
books  about  breast  cancer.  Before  the  group  interview,  the 
researcher  taped  almost  all  the  meetings.  The  first  seven 
meetings  were  transcribed  so  the  researcher  could 
familiarize  herself  with  the  technical  language  and  thoughts 
of  the  respondents.  The  seven  transcripts  and  all  the  notes 
from  the  meetings  were  examined  for  examples  of  helpful 
emotional  support.  The  helpful  examples  were  coded  by  the 
researcher  into  the  twelve  emotionally  supportive  categories 
as  defined  by  Gottlieb.  Some  of  these  powerful  examples 
were  included  in  the  conclusion  to  aid  in  the  comprehension 
of  the  experience  of  a breast  cancer  patient. 
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Several  popular  books  containing  interviews  of  breast 
cancer  patients  also  were  read  and  coded  utilizing 
Gottlieb's  categories.  Some  of  the  examples  from  these 
books  also  were  included  in  the  conclusion. 

Respondent  Validation 

Respondent  validation  or  "member  checks"  are 
"opportunities  for  the  researcher  to  test  hypotheses, 
concepts,  interpretations,  or  explanations  with  members  of 
the  local  culture  he  or  she  is  studying"  (Lindof,  1995,  p. 
240) . Respondent  validation  is  important  because  it  enables 
the  researcher  to  check  his/her  hypotheses  of  phenomenon 
with  the  culture  whose  perspective  it  is  that  is  being 
studied.  If  the  researcher  has  misinterpreted  the 
perspective  of  the  people  he/she  is  trying  to  study,  the 
interpretive  validation  of  the  study  is  undermined. 

Approximately  one  year  after  the  data  had  been 
collected  and  coded  and  analyzed,  I,  the  researcher,  went 
back  to  the  "conversational"  group.  I had  tried  to  contact 
the  original  founder  of  the  group,  but  was  unsuccessful.  As 
I knew  the  time  and  meeting  place  of  the  "conversational" 
group,  I showed  up  hoping  the  group  members  would  be 
amenable  to  me  reviewing  my  results  and  receiving  their 
feedback.  I arrived  a few  minutes  early  and  one  of  the 
members  I had  seen  freguently  during  my  previous  3 month 
visitation  period  recognized  me  immediately.  I told  her  why 
I had  returned  and  explained  that  I would  only  take  one  hour 
maximum.  She  was  excited  about  hearing  the  results,  but 
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forewarned  me  that  that  night  I might  not  be  able  to  review 
my  results.  She  explained  that  the  founder  of  the  group, 
who  had  not  been  in  attendance  since  I had  noticed  her 
absence  a year  ago,  had  said  she  might  attend.  I asked  her 
if  I could  stay  to  see  the  founder  and  the  other  group 
members  and  she  agreed. 

I sat  in  on  that  meeting,  but  the  founder  did  not  show 
up.  However,  a woman  recently  diagnosed  with  breast  cancer 
and  about  to  undergo  surgery  did  attend.  Much  of  the 
meeting  was  spent  educating  and  supporting  this  new  member. 

Three  former  group  members  were  present,  as  well  as 
four  new  members.  I was  able  to  ask  about  several  of  the 
other  former  group  members  and  was  saddened  to  hear  that  the 
stage  4 group  member  had  died  soon  after  I last  saw  her.  I 
was  also  saddened  to  discover  that  one  of  the  reasons  the 
founder  had  not  returned  was  because  of  a recurrence  of 
breast  cancer  and  other  medical  complications.  At  the  end 
of  the  meeting,  I made  a notation  in  the  group  calendar  that 
I would  return  at  the  next  group  meeting  to  discuss  my 
results . 

At  the  next  meeting,  I walked  in  and  was  greeted  by  the 
same  woman  who  had  recognized  me  at  the  previous  meeting. 

She  told  me  that  the  founder  had  invited  the  group  to  her 
house  for  dessert  at  eight  o'clock.  She  asked  if  I could 
review  my  results  in  45  minutes.  I told  her  I could. 

Several  people  were  in  the  room  as  we  held  this 
conversation.  I was  excited  because  seven  women  were 
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gathered  and  it  was  not  even  7 o'clock  yet.  Normally  the 
members  arrived  at  staggered  times  and  seven  would  have  been 
a high  total  number  by  the  end  of  the  evening.  More  members 
were  arriving  because  they  were  excited  to  congregate  before 
seeing  the  founder  of  the  group.  When  I started  the  meeting 
a little  after  7 o'clock,  10  members  were  seated.  By  the 
time  a few  late  comers  filed  in,  there  were  14  people. 

We  arranged  the  furniture  in  a big  rectangle  (see 
Figure  4) . I placed  the  microphone  on  a table  in  the  middle 
of  the  rectangle.  I was  seated  at  the  top  of  the  rectangle 
near  the  middle.  The  cassette  player  was  on  a table  to  the 
right  of  me.  I started  the  meeting  by  explaining  who  I was, 
and  then  I briefly  explained  the  study  and  what  I wanted  to 
do.  I then  handed  out  the  informed  consent  forms  to  the 
members  I had  not  met  before  and  asked  them  to  read  and  sign 
the  form  it  if  they  wished  to  participate.  While  they  were 
reading  and  signing  the  forms,  I passed  out  copies  of  my 
results  (see  Appendix  F) . After  a few  minutes  I began  to 
review  my  results.  I asked  for  comments  after  I reviewed 
each  guestion  and  my  findings. 

Forty  minutes  later  I completed  my  review.  At  this 
point,  I asked  each  person  to  state  her  name,  time  since 
diagnosis,  stage  of  breast  cancer  when  diagnosed,  and 
current  prognosis.  This  concluded  the  meeting,  and  then  we 
went  to  the  founder's  house. 

After  returning  home  that  night,  I tried  to  transcribe 
her  cassette  tape.  Unfortunately,  there  was  an  error  in  the 
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taping  procedure  and  no  sound  was  recorded.  But  I had  taken 
notes  during  the  entire  interview  and  typed  these  up 
immediately.  These  notes  were  compared  to  the  results  the 
researcher  found.  Similarities  and  discrepancies  will  be 
reported  in  the  next  chapter,  result  section. 


CHAPTER  5 
RESULTS 

Before  the  results  are  presented,  a discussion  about 
frequencies  is  needed.  In  Chapter  4,  under  data  analysis, 
it  was  said  that  frequencies  for  certain  research  questions 
would  be  presented.  It  was  argued  that  since  previous 
studies  had  used  frequency  of  behavior  as  an  indication  of 
the  helpfulness  of  a behavior,  this  study  for  comparison 
reasons  also  would  report  frequencies  of  certain  behaviors 
(Dakof  & Taylor,  1990;  Gottlieb,  1978). 

However,  a major  finding  of  the  respondent  validation 
method  (described  in  the  preceding  chapter)  was  that 
frequency  of  response  does  not  necessarily  equal  saliency  of 
response.  During  the  respondent  validation  session,  I 
questioned  the  respondents  several  times  about  the  meaning 
of  the  frequency  of  their  answers.  For  example,  concerning 
the  importance  of  companionship  in  defining  emotional  social 
support,  I asked  if  companionship  was  more  important  because 
it  was  mentioned  more  frequently  than  other  categories.  One 
respondent  said,  "I  don't  care  if  people  said  it  more  often, 
it  is  not  the  most  important.  Talking  and  listening  are 
more  important." 

Another  example  of  frequency  not  equaling  saliency  came 
when  I asked  about  the  number  of  non-emotional  support 
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behaviors  versus  emotional  support  behaviors.  Two  non- 
emotional  support  categories  were  mentioned  more  frequently 
than  any  of  the  emotionally  supportive  categories.  I asked 
if  this  meant  that  the  non-emotionally  supportive  categories 
were  more  important.  The  patients  quickly  responded  "no." 
They  explained  that  these  types  of  non-emotionally 
supportive  behaviors  were  common  from  people  they  did  not 
know  well,  but  that  the  emotional  support  was  more 
important . 

A third  example  of  frequency  not  equaling  saliency 
concerned  the  behaviors  of  friends  versus  family  members. 
Friends  were  mentioned  more  frequently  in  performing 
emotionally  supportive  behaviors  than  family  members.  I 
asked  if  this  meant  that  emotional  social  support  was  more 
important  from  friends.  The  patients  said  "no,"  that 
emotional  support  from  family  was  more  important.  One 
patient  explained  that  because  her  family  lived  so  far  away, 
they  could  not  offer  her  some  of  the  same  types  of  support 
that  friends  who  lived  in  town  could  offer.  Another  patient 
said  she  was  in  the  middle  of  getting  a divorce  when  she  was 
diagnosed  with  cancer,  so  her  friends  were  the  closest 
support  system  she  had,  as  her  daughters  lived  out  of  town. 

These  examples  indicate  that  if  a particular  social 
support  behavior  is  mentioned  frequently  by  respondents, 
this  does  not  necessarily  indicate  the  saliency  of  that 
behavior.  Quantification  of  the  content  analysis  of 
Gottlieb's  twelve  emotional  social  support  categories  is 
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possible.  However,  in  light  of  the  interpretation  of  the 
breast  cancer  patients'  responses  about  the  frequencies,  the 
usefulness  and  meaningfulness  of  the  freguencies  comes  into 
question.  Thus,  in  the  results  section,  frequencies  will 
not  be  reported.  The  frequencies  can  be  found  in  tables  in 
Appendix  G. 

RQ1.  What  Topics  Are  Deemed  Helpful  for  Others  to 

Discuss  to  Offer  Reassurance.  Offer  Encouragement. 

And  Show  Concern? 

Reassurance 

The  patients  wanted  to  be  reassured  about  four  topics: 
their  future,  their  importance,  continued  companionship,  and 
unending  love.  Telling  the  patient  that  everything  was  okay 
today  and  would  be  okay  in  the  future  was  important.  Both 
stage  1 and  stage  4 patients  wanted  reassurance  that  they 
would  still  be  alive  in  the  future.  The  stage  4 patient 
said  she  wanted  "somebody  to  tell  me  that  I'll  be  here  10 
years  from  now  even  though  they  lie."  The  patients  also 
wanted  to  be  reassured  that  they  were  important.  One  stage 
1 patient  said,  "You  want  to  know  that  you  are  an  important 
part  of  the  whole  thing,  and  I do  not  think  you  want  to  be 
singled  out  because  you  have  cancer."  A third  topic  the 
patients  wanted  to  be  reassured  about  was  that  loved  ones 
would  still  "be  there"  for  them.  Several  women  either 
feared  or  had  experienced  family  and/or  friends  who  had  left 
them  in  their  time  of  need  for  emotional  support.  Finally, 
these  patients  needed  to  be  reassured  that  others  loved  and 


cared  for  them. 
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One  patient  said  that  the  way  her  family  discussed 
cancer  was  reassuring  to  her.  This  stage  3 patient  said,  "I 
want  to  know  that  my  family  is  comfortable  with  the  whole 
thing,  that  they  are  not  harboring  anything." 

Encouragement 

There  were  two  topics  these  patients  wanted  to  be 
encouraged  about:  that  life  would  become  normal  again 

(after  treatment)  and  that  they  should  attend  a support 
group  consisting  of  other  breast  cancer  patients.  Attending 
a support  group  accomplished  several  goals  for  these 
patients.  First,  seeing  other  cancer  patients  who  had  been 
through  treatment  and  were  still  alive  and  beautiful  15 
years  later  was  encouraging  to  these  patients.  Second,  it 
was  necessary  to  talk  to  women  who  had  gone  through  various 
treatments  to  get  advice  because  most  of  their  friends  and 
family  members  were  not  experienced  with  this  illness. 

Third,  the  patients  needed  to  "find  people  on  the  outside 
who  [were]  not  close  to  you"  so  they  could  "talk  about 
[their]  family  and  friends  [who  were]  getting  on  [their] 
nerves . " 

There  are  times  when  it  is  helpful  to  encourage  breast 
cancer  patients  and  other  times  when  encouragement  is  not 
helpful.  Two  patients  said  it  was  helpful  for  others  to 
encourage  them  when  they  were  tired.  One  stage  2 patient 
said,  "I  think  when  I am  tired  is  when  I really  need 
encouragement,  so  I do  not  want  to  give  up."  Another 
patient  (stage  unknown)  said  her  husband  encouraged  her  to 
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give  a presentation  even  when  she  felt  she  would  not  have 
the  energy  to  do  it.  Behaviors  these  patients  said  were 
encouraging  were  empathy,  caring,  and  companionship. 

Specific  words  that  were  encouraging  when  they  were  tired 
were,  "Hi,  how  are  you  today"  (said  in  a caring  manner)  and 
"You  look  tired.  Is  there  something  I can  do?"  If  the 
patient  said  "no"  to  the  reguest  for  help,  it  was 
encouraging  to  follow  up  with,  "Fine.  If  you  need  something 
let  me  know." 

One  patient  (stage  3)  disagreed  about  when  it  was 
helpful  to  offer  encouragement.  She  said  it  was  unhelpful 
to  offer  her  encouragement  when  she  was  tired.  This  patient 
was  referring  to  being  tired  immediately  after  treatments. 
She  said,  "if  I do  not  feel  well,  I want  to  be  left  alone. 
And  it  is  not  that  I am  depressed  ...  I like  to  be  left 
alone  so  I can  rest  and  I do  not  feel  like  I have  to  talk  to 
anybody  or  entertain  anybody."  This  patient  added  that  if 
she  had  to  go  to  work  after  a chemotherapy  treatment  and  she 
felt  tired,  she  would  tell  her  co-workers  to  leave  her  alone 
so  she  could  get  her  work  done.  She  liked  that  they  would 
offer  to  bring  her  soft  drinks  and  food  from  the  cafeteria 
on  days  she  was  tired,  but  that  otherwise  her  co-workers 
would  leave  her  alone.  She  said,  "They  leave  me  alone  and 
that  is  genuinely  what  I need  because  I am  working  on  just 
getting  through  the  day,  and  to  me  that  is  a victory.  Even 
though  I am  tired,  to  be  able  to  go  to  work  and  complete  the 
day  and  then  go  home  and  crash,  [that  is  a victory]." 
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Concern 

Only  one  of  Gottlieb's  (1978)  emotionally  supportive 
categories  was  mentioned  to  show  concern:  companionship. 

Two  patients  (one  stage  4 and  one  stage  unknown)  mentioned 
"being  there"  or  visits  from  friends  and  family  members. 
Providing  material  aid  and  providing  sentiments  without  face 
to  face  contact  were  also  mentioned.  The  types  of  material 
behaviors  that  showed  concern  occurred  after  two  events: 
surgery  and  chemotherapy  treatments.  After  surgery,  the 
patients  felt  that  others  were  concerned  if  they  brought 
food,  or  moved  some  furniture  that  needed  to  be  moved. 

After  chemotherapy  treatments  it  was  helpful  if  others  "did 
things  you  could  not  do,"  or  washed  a dog,  or  took  the 
patient  to  the  grocery  store,  or  took  out  the  garbage,  or 
"just  little  things,"  "daily  things,"  "things  that  you  do 
not  even  think  about  until  you  are  so  weak  you  cannot  do 
them."  The  one  sentimental  behavior  that  showed  concern  was 
phoning  the  patient. 

During  the  respondent  validation  meeting  I asked  about 
situations  in  which  someone  could  not  physically  be  there  or 
could  not  offer  emotional  social  support.  I asked  if  they 
would  know  that  that  person  was  concerned  about  them  if  that 
person  did  nonemotionally  supportive  behaviors  such  as 
washing  her  dog  or  doing  chores.  The  patients  said  it 
depended  on  their  relationship  to  that  person.  If  the 
person  was  a close  friend  or  relative,  they  wanted  emotional 
social  support.  If  the  person  was  an  acquaintance  or  friend 
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(but  not  a close  friend) , they  said  they  then  accepted  those 
types  of  behaviors  as  showing  concern. 

R02 . What  Topics  Are  Important  for  Others  To:  fa)  Listen 

To,  fb)  Be  Trusted  with  and  Remain  Confidential,  (c)  Be 
Willing  to  Talk  About,  fd)  Understand? 

Listening 

When  asked  what  topics  are  important  for  others  to 
listen  to,  only  one  topic  was  given:  complaining.  One 
patient  said,  "Just  listen  when  you  want  to  complain,  let 
you  complain,  you  know." 

While  only  one  topic  was  listed  as  to  what  cancer 
patients  want  others  to  listen  to,  several  pieces  of  advice 
were  given  about  what  to  do  and  not  do  while  listening. 
Reciprocity  of  listening  was  important  to  one  patient.  She 
said,  "I  think  it  should  be  shared.  You  talk  to  them  and 
they  converse  with  you.  I do  not  feel  like  it  should  be 
just  one-way  feelings,  because  it  is  not."  Making  an  effort 
to  listen  was  also  important.  Another  patient  said,  "Take 
the  time  to  visit  and  to  listen." 

During  the  respondent  validation  meeting,  several 
patients  noted  the  importance  of  reciprocity  of  feelings. 
They  clarified  that  reciprocity  was  crucial  with  immediate 
family  members  and  the  people  in  the  social  support  group, 
but  not  with  casual  acquaintances. 

Do  not  make  light  of  the  disease  while  listening. 

Humor  about  the  disease  is  fine,  but  as  one  patient  said,  "I 
just  do  not  want  them  to  be  flippant  about  the  disease." 
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Confidentiality 

Patients  varied  about  the  type  of  information  they 
wanted  kept  confidential.  In  addition,  several  patients 
changed  their  minds  during  the  course  of  their  disease  about 
their  preferences  for  the  type  of  information  they  wanted 
kept  confidential.  Several  patients  did  not  care  if 
everyone  knew  they  had  cancer  (two  stage  1,  one  stage  2,  one 
stage  3 or  4 , and  one  unknown  stage).  One  patient  was  happy 
that  her  children  discussed  her  having  the  disease  with 
other  people.  This  patient  added  that  she  thought  it  was  a 
good  outlet  for  her  children  to  discuss  aspects  of  the 
disease  itself  with  doctors,  knowledgeable  friends,  and 
others . 

Several  patients  did  not  wish  others  to  know  they  had 
cancer.  One  patient  (stage  2)  said,  "Well,  I think  they 
should  respect  the  fact  that  you  are  the  source  of 
information.  If  you  want  to  tell  people  any  of  the  details 
or  even  the  fact  that  you  are  going  through  this  experience, 
it  is  your  business  to  tell  them."  Two  patients  (both  stage 
2)  were  angry  when  others  were  not  discrete  with  the 
information  that  they  had  cancer.  One  patient  was  asked  by 
her  friend  if  the  friend  could  tell  others  that  the  patient 
had  cancer.  This  patient  said  "yes,"  but  was  angered  when 
her  friend  was  not  selective  about  to  whom  she  had  disclosed 
this  information.  This  patient  said,  "I  did  not  mind  her 
telling  people  that  she  knew  that  were  close  to  me  and  good 
friends,  but  I did  not  want  the  whole  world  to  know.  I did 
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not  want  to  get  cards  from  people  I did  not  really  care 
about . " 

Several  patients  did  not  mind  if  their  family  and 
friends  told  others  they  had  cancer,  but  they  did  not  want 
their  feelings  disclosed.  One  patient  (stage  1)  admitted, 
"If  we  are  talking  about  some  very  personal  or  emotional 
feelings  that  I am  going  through  and  trying  to  sort  out  and 
everything  else  and  they  are  helping  me  or  something,  then  I 
do  not  think  they  should  go  to  a third  party  and  talk  about 
those  types  of  things." 

Talking 

Cancer  was  important  to  discuss.  Discussion  of 
available  treatment  options  was  welcomed,  but  opinions  about 
the  treatments  the  patients'  had  selected  were  not.  Several 
patients  (one  stage  2,  one  stage  4,  and  one  stage  unknown) 
said  they  wanted  to  talk  about  treatment  options  in  order  to 
gain  more  information  and  to  try  to  make  it  easier  to  make 
decisions.  However,  none  of  the  patients  wanted  another 
person  to  tell  them  what  to  do.  One  patient  (stage  2)  said, 
"I  did  not  want  my  family  trying  to  tell  me  what  to  do  as 
far  as  treatment.  I did  not  mind  discussing  it  with  them, 
but  ...  I told  them  I was  going  to  stop  going  to  treatment 
[and]  I did  not  want  them  to  talk  me  out  of  it.  To  stop  it 
[treatment]  was  my  business." 

During  the  respondent  validation  meeting,  several 
patients  stressed  the  importance  of  not  telling  the  breast 
cancer  patient  what  to  do.  One  patient  said  it  was  a 
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"personal  decision."  Another  patient  said  she  had  to  do  it 
by  herself;  "Its  my  body  so  it  had  to  be  my  choice." 

A preference  for  how  to  talk  about  topics  was  mentioned 
by  one  patient.  This  patient  wanted  details  about  topics. 
For  example,  she  wanted  details  about  the  little  incidents 
that  happened  to  her  grandchildren  in  Denver.  She  also 
wanted  details  about  how  her  children  were  doing  and  how 
they  were  feeling. 

Understanding 

Several  patients  (one  stage  1,  one  stage  2,  one  stage 
3,  and  one  unknown  stage)  said  it  was  important  to 
understand  that  the  cancer  patient  is  the  same  person  she 
has  always  been.  One  patient  (stage  3)  told  how  a coworker, 
whom  she  teased  with,  walked  by  her  desk,  called  her  a skin 
head,  and  then  exclaimed,  "oh!"  The  patient  said  it  was 
just  a joke  and  she  thought  it  was  funny,  but  that  she  felt 
uncomfortable  because  her  coworker  felt  uncomfortable  joking 
about  her  physical  appearance. 

Several  patients  made  the  point  that  they  are  the  same 
people  they  were  before  they  got  cancer,  but  their  behaviors 
might  not  be.  These  patients  wanted  others  to  realize  that 
they  were  angry  and  under  stress.  One  patient  (stage  2) 
said,  "I  think  people  have  to  accept  at  some  point  that  you 
are  not  going  to  be  this  rational,  logical,  perfectly  normal 
person  because  you  are  going  through  a crisis."  Another 
patient  (stage  unknown)  made  the  point  that  she  is  not  as 


99 


empathic  as  she  should  be.  She  said  sarcastically,  "People 

complain  about  a cold  and  I think,  Oh  really?" 

RQ3 . Are  Certain  Subcateqories  of  Gottlieb's 
Emotionally  Supportive  Behaviors  More  Helpful 
Than  Others  to  Cancer  Patients? 

Gottlieb's  (1978)  study  of  single  women  on  welfare 
found  that  three  behaviors  accounted  for  75  percent  of  the 
emotionally  supportive  responses:  talking,  listening,  and 

understanding.  To  replicate  those  results  in  the  present 
study,  an  exception  will  be  made  and  the  frequencies  for 
this  question  will  appear  here  (unlike  most  frequencies  that 
will  appear  in  Appendix  G) . Throughout  the  data  set,  the 
two  most  frequently  mentioned  emotionally  supportive 
categories  were:  companionship  (n  = 57)  and  talking 

(n  = 54)  (see  Table  5-1) . in  this  study,  twice  as  many 
behaviors  were  found  to  account  for  approximately  75  percent 
of  the  emotionally  supportive  behaviors:  companionship, 

talking,  reflects  concern,  reflects  respect,  reflects 
intimacy,  and  provides  encouragement. 

The  researcher  also  asked  the  coders  to  rate  into  five 
additional  categories  responses  that  were  helpful  but  not 
emotionally  supportive:  provides  referral,  models  testimony 

of  own  experience,  provides  sentiments,  and  provides 
comfort . 

Two  of  the  five  nonemot ionally  supportive  categories 
were  mentioned  most  frequently:  provides  material  aid/and 

or  direct  service  (n  = 100)  and  provides  sentiments  without 
face  to  face  contact  (n  = 64)  (see  Table  5-1) . 
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Table  5-1 

Most  Helpful  Emotionally  Supportive  and 

Non-Emotionallv 

Supportive  Cateaories 

Emotionally  Supportive  Categories 

n 

Companionship 

57 

Talking 

54 

Concern 

33 

Respect 

27 

Intimacy 

26 

Encouragement 

19 

Non-Emotionally  Supportive  Categories 

n 

Provides  Material  Aid/Service 

100 

Provides  Sentiment 

64 

During  the  respondent  validation  meeting,  I noted  to 
the  patients  that  the  two  nonemotionally  supportive 
categories  (provides  material  aid  and  provides  sentiments 
without  face— to— face  contact)  were  mentioned  more  frequently 
than  any  of  the  emotionally  supportive  categories.  I asked 
if  this  meant  that  the  nonemotionally  supportive  categories 
were  more  important.  They  quickly  responded  "no."  They 
explained  that  these  types  of  nonemotionally  supportive 
behaviors  were  common  from  people  that  they  did  not  know 
well,  but  that  the  emotional  support  was  more  important. 
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R04  . 

Do 

Cancer  Patients 

Have 

a 

Preference  for  Family 

Members 

or 

Friends  To:  fa) 

Talk 

to 

Them  When  Thev  Want  to 

Talk. 

-Lhl 

Listen  to  Them, 

(c) 

Reassure  Them,  fd)  Show 

Concern , 

(e)  Encouraae  Them. 

in. 

Understand  Them,  fa) 

Respect  Them,  and  fh)  Provide  Companionship? 

These  cancer  patients  did  not  prefer  family  members 
over  friends  or  visa  versa  for  any  of  the  situations  listed 
above.  In  other  words,  preference  for  these  behaviors  is 
not  source  specific.  For  example,  the  patients  did  not  want 
friends  to  listen  to  them  more  than  family  members. 

EQ5 . Is  There  a Difference  in  the  Topics  That  Cancer 

Patients  Want  Family  Members  and  Friends  To:  fa)  Listen  To, 

jbj  Be  Trusted  with  and  Remain  Confidential,  fc)  Be  Willing 
to  Talk  About,  fd)  Understand? 

There  was  no  difference  in  preference  for  family  or 
friends  to  listen,  be  trusted  with,  discuss,  or  understand 
any  particular  topic.  As  with  Research  Question  4,  it 
appears  that  certain  topics  were  not  source  specific. 

RQ6.  Is  There  a Difference  in  the  Number  of 
Subcategories  of  Emotional  Support  That  Family  Members 

Or  Friends  Offer? 

There  was  no  difference  in  the  number  of  subcategories 
of  emotional  support  that  family  members  or  friends  offered. 
Both  family  members  and  friends  offered  six  types  of 
emotional  support.  Four  types  of  emotional  support  were 
desired  from  both  family  and  friends:  talking,  reassurance, 

encouragement,  and  companionship.  However,  family  members 
and  friends  did  differ  on  two  of  the  types  of  emotional 
support  offered  to  cancer  patients.  Family  members  offered 
intimacy  and  extended  periods  of  care.  Friends  also  offered 
understanding  and  concern. 
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To  make  the  similarities  and  differences  between  family 
and  friends  more  discernable,  all  the  results  will  be  listed 
in  the  following  way:  (a)  all  categories  listed  for  the 
family  will  be  listed  first,  and  (b)  whenever  a friend  was 
listed  for  the  same  category  of  behavior,  the  information 
for  friends  will  be  listed  immediately  after  the  family 
information.  For  example,  if  both  family  members  and 
friends  were  helpful  in  reference  to  the  category  talking, 
first  "Talking — Family"  will  be  listed  and  then  "Talking — 
Friends"  will  be  listed. 

Talking — Family 

Sometimes  not  talking  was  helpful.  When  the  patient 
was  extremely  tired  after  a treatment,  it  was  easier  not  to 
talk.  One  patient  said,  "On  the  chemo  days  he  [her  father] 
would  come  in  every  hour  and  ask  me  if  I was  okay,  and  I did 
not  have  the  energy  to  say  yes  or  no.  Finally  they  [her 
parents]  realized  they  needed  to  just  leave  me  alone." 
Talking — Friends 

The  patients  liked  being  able  to  discuss  the  cancer 
experience  with  their  friends.  In  addition,  the  patients 
liked  positive  feedback  about  how  well  they  were  coping. 

Whereas  not  talking  was  helpful  from  family  members  at 
times,  two  different  topics  of  conversation  were  helpful 
from  friends:  cancer  and  coping. 

Reassurance — Family 

The  patients  wanted  to  be  reassured  that  family  members 
would  not  leave  them  and  that  they  were  still  feminine.  For 
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example,  it  was  helpful  to  hear  from  a spouse  that  he 
thought  his  wife  was  "sexier  than  ever." 

Reassurance — Friends 

Three  actions  were  reassuring  from  friends: 
availability,  referrals,  and  re-affirmed  caring.  It  was 
helpful  when  friends  said  they  were  available  whenever  they 
were  needed  by  the  patient.  It  was  also  helpful  when  a 
friend  asked  a patient  to  talk  to  her  sister  about  breast 
cancer.  The  friend  said  she  thought  the  patient  was  coping 
well  with  the  disease  and  thought  she  would  be  a good  role 
model  for  her  sister,  who  recently  had  been  diagnosed  with 
cancer.  One  patient's  ex-husband  reassured  her  that  he 
still  cared  for  her  by  sending  flowers  with  cards  that  read, 
"I  just  wanted  to  cheer  you  up." 

Family  members  were  reassuring  about  more  personal 
issues  (femininity).  It  was  helpful  from  both  family 
members  and  friends  to  reassure  the  patient  she  was  still 
cared  for  and  would  not  be  abandoned.  Friends  also  offered 
reassurance  through  referrals  and  availability. 

Encouragement — Family 

Encouraging  the  patient  to  attend  treatments  and 
doctors'  appointments  was  helpful.  It  was  especially 
helpful  if  family  members  agreed  to  go  to  these  appointments 
with  the  patient.  For  example,  one  patient  said,  "He  always 
says  'we're  going  to  get  through  this  and  we  have  a doctor's 
appointment  tomorrow' ....  It  is  not  you  have  to  get 
through  this  or  you  have  to  get  better." 
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Encouragement — Friends 

Telling  the  patient  that  she  was  coping  well  and  looked 
good  were  helpful  behaviors  from  friends. 

Intimacy — Family 

Close  interpersonal  relationships  with  family  members 
were  important.  The  patients  wanted  to  know  that  others 
cared  for  them.  Saying  "I  love  you"  was  a good  way  to 
communicate  caring.  One  patient  also  enjoyed  repairing  a 
relationship  with  her  brother.  After  her  brother  came  to 
take  care  of  her  for  2 weeks,  she  said  that  they  were  much 
closer  than  they  used  to  be  and  that  was  good. 

Companionship — Family 

Again  the  theme  of  not  wanting  to  be  alone  emerged. 

The  patients  wanted  family  members  to  visit  or  take  them 
out,  such  as  to  the  movies.  However,  the  patients  stressed 
they  did  not  want  to  be  treated  differently  than  before. 
Being  treated  as  a child  was  unhelpful. 

Companionship — Friends 

Physical  presence  of  friends  was  important.  One 
patient  said  "Just  being  there  and  stopping  by  and  making 
contact  is  very  important.  Not  so  much  what  you  say." 
Extended  Periods  of  Care — Family 

Staying  weeks  or  months  to  take  care  of  the  breast 
cancer  patient  was  helpful.  This  extended  care  was 
especially  appreciated  when  the  patient  was  going  through 
chemotherapy  treatments. 
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Understanding — Friends 

Empathic  friends  were  important. 

Concern- -Friends 

Concern  was  expressed  by  telling  the  patient  that  one 
was  worried,  asking  about  the  well-being  of  the  patient,  and 
by  noticing  nonverbal  behaviors  of  the  patient.  Friends 
telling  the  patient  they  were  worried  about  her  health  and 
then  stopping  her  from  doing  harmful  behaviors  was  helpful. 
Asking  the  patient  how  she  was  doing  was  also  helpful.  In 
addition,  the  patients  really  felt  others  cared  about  them 
if  their  friends  could  interpret  non  verbal  signals  such  as 
being  depressed,  being  tired,  or  being  stressed  out. 

Cancer  patients  were  in  almost  perfect  agreement  on  the 
types  on  nonemotional  support  desired  from  family  and 
friends.  From  both  family  members  and  friends,  material  aid 
and  sentiments  were  desired.  From  friends,  one  additional 
type  of  nonemotional  support  was  desired:  referrals. 

Material  Aid — Family 

The  most  helpful  type  of  material  aid  from  family 
members  was  help  with  household  chores. 

Material  Aid--Friends 

Actions  such  as  doing  chores  and  bringing  food  were 
helpful.  The  patients  attached  much  meaning  to  these  types 
of  behaviors.  For  example  one  patient  said  "I  think  it  was 
more  their  action  than  their  words.  The  fact  that  they 
would  think  to  do  that."  Another  patient  added,  "Just 
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really  thoughtful  nice  things  that  I know  took  an  effort  on 
their  part." 

Sentiments — Family 

Two  types  of  messages  were  desired,  that  the  patient 
was  cared  for  and  she  was  still  feminine.  To  show  the 
patient  she  was  still  loved,  phone  calls  were  important.  To 
show  the  patient  she  was  still  a beautiful  woman  was 
expressed  through  the  purchase  of  lingerie  by  a spouse. 

(Note  that  the  purchase  of  lingerie  was  a sentiment,  but  the 
words , "You  are  sexier  than  ever"  that  were  said  when  the 
lingerie  was  given  was  coded  as  reassuring.  The  coders  were 
instructed  to  make  this  delineation.) 

Sentiments --Friends 

Calling  the  patient  to  maintain  current  friendships  was 
important.  The  patients  were  really  touched  by  old  friends 
they  had  not  talked  to  in  years  who  called  and  rekindled 
friendships.  These  friends  included  old  boyfriends, 
ex-husbands,  and  former  school  friends. 

Referrals — Friends 

Friends  that  could  refer  doctors  or  help  get 
appointments  with  doctors  for  the  patient  were  helpful. 

Whereas  the  above  information  related  to  helpful 
behavior  from  all  family  members  and  friends,  the  next 
section  will  discuss  the  types  of  emotionally  supportive 
behaviors  from  the  most  helpful  family  member  and  friend . 
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The  types  of  emotionally  supportive  behaviors  differed 
slightly  for  the  most  helpful  family  member  and  friend. 

Both  the  most  helpful  family  member  and  friend  offered 
talking,  concern,  companionship,  and  extended  periods  of 
care.  The  most  helpful  family  member  also  offered  one  more 
type  of  emotional  support:  intimacy.  The  most  helpful 
friend  offered  two  more  types  of  emotional  support: 
encouragement  and  accompanied  the  patient  during  stressful 
situations . 

Talking — Most  Helpful  Family  Member 

Talking  about  the  family's  experience  with  the 
patient's  breast  cancer  was  helpful.  For  example,  one 
patient  lamented  that  she  had  not  talked  with  her  daughter 
sooner  about  her  daughter's  fear  that  her  mother  would  die. 
Talking — Most  Helpful  Friend 

The  use  of  humor,  arguments,  and  telling  the  patient 
how  well  she  was  handling  the  disease  were  all  helpful. 
Telling  the  patient  funny,  ridiculous  stories  to  make  her 
laugh  were  appreciated.  One  patient  liked  that  her  friend 
would  argue  with  her  about  her  doctor  and  medical 
treatments.  It  made  the  patient  more  conscious  of  her 
decisions  rather  than  just  following  what  the  doctor  said 
for  her  to  do.  Another  patient  liked  it  when  her  friends 
discussed  how  well  they  thought  she  was  coping  with  breast 


cancer . 
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Concern — Most  Helpful  Family  Member 

It  was  helpful  for  family  members  to  express  concern 
about  the  patient's  immediate  well  being  as  well  as  disclose 
fear  that  the  patient  might  die.  Asking  how  the  patient  was 
doing  and  making  sure  she  was  okay  showed  concern.  Also, 
telling  the  patient  he/she  was  afraid  the  patient  might  die 
showed  that  the  family  member  cared  about  the  future  of  the 
patient . 

Concern — Most  Helpful  Friend 

It  was  helpful  when  friends  could  pick  up  on  nonverbal 
signals  such  as  when  the  patient  was  depressed. 

Intimacy — Most  Helpful  Family  Member 

The  patients  liked  when  family  members  said  "I  love 

you.  " 

Companionship — Most  Helpful  Family  Member 

Physically  staying  with  the  patient  was  helpful. 
Companionship — Most  Helpful  Friend 

The  patients  thought  friends  were  helpful  when  they 
"were  there  for  them"  (meaning  physically  present) . This 
was  especially  true  when  the  patient  was  afraid.  However, 
it  was  not  necessary  that  the  friend  always  talk.  One 
patient  liked  that  a friend  just  came  and  sat  with  her. 
Sitting  with  the  patient  after  chemotherapy,  or  in  the 
hospital,  or  at  the  doctor's  office  was  also  helpful. 
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Extended  Period  of  Care — Most  Helpful  Family  Member 

Family  members  who  either  lived  with  the  patient  or 
would  stay  with  the  patient  for  several  days  were  helpful. 
For  example,  one  patient  was  helped  by  the  fact  that  her 
daughter  lived  with  her  and  hence  was  there  "all  the  time." 
Another  patient  thought  it  was  helpful  when  family  members 
would  stay  with  her  for  36  to  48  hours  after  chemotherapy 
and  give  her  medication. 

Extended  Periods  of  Care — Most  Helpful  Friend 

Always  being  there  physically  for  the  patient  whenever 

she  needed  company  was  helpful. 

Encouragement — Most  Helpful  Friend 

The  patients  liked  it  when  friends  encouraged  them  to 

eat,  boosted  morale  to  get  them  going,  and  encouraged  them 

to  ask  questions  about  doctors  and  treatment. 

Accompany  the  Patient  in  a Stressful  Situation--Most  Helpful 
Friend 

Taking  the  patient  to  the  hospital  and  staying  with  her 
was  helpful.  It  was  also  considered  helpful  by  the  patient 
if  a friend  would  accompany  the  patient's  spouse  and  stay 
with  him  during  surgery. 

The  most  helpful  family  member  and  friend  also  differed 
slightly  in  the  types  of  nonemotionally  supportive  behaviors 
they  performed.  Both  the  most  helpful  family  member  and 
friend  offered  material  aid,  sentiments  without  face  to  face 
contact,  and  comfort  through  touch.  The  most  helpful  friend 
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also  offered  two  additional  types  of  nonemotional  support: 
referrals  and  modeled/provided  testimony  of  own  experiences. 
Material  Aid — Most  Helpful  Family  Member 

When  the  patient  had  no  energy  or  had  limited  arm 
movement  after  surgery,  several  behaviors  were  helpful: 
doing  chores,  cooking,  making  phone  calls,  and  setting  up 
doctors'  appointments. 

Material  Aid — Most  Helpful  Friend 

Friends  who  did  behaviors  the  patient  could  not  do  were 
helpful.  For  example,  helping  take  care  of  a litter  of 
puppies  or  washing  the  patient's  hair  was  helpful.  The 
patients  also  liked  it  when  friends  brought  them  food. 
Sentiments — Most  Helpful  Family  Member 

Helpful  family  members  would  call  to  check  if  the 
patient  was  okay. 

Sentiments — Most  Helpful  Friend 

Calling  the  patient  freguently  and  sending  cards  were 
helpful  behaviors  from  friends. 

Comfort  Through  Touch — Most  Helpful  Family  Member 

When  the  patient  was  upset,  it  was  helpful  for  family 
members  to  hold  her  hand  or  hug  her. 

Comfort  Through  Touch — Most  Helpful  Friend 

Touch  that  signaled  the  friend  was  worried  about  the 
physical  condition  of  the  patient  was  helpful.  For  example, 
holding  the  patient's  head  when  she  was  sick  or  scratching 
her  legs  that  had  been  in  braces  were  helpful.  One  patient 
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said  "Things  that  make  you  so  much  more  comfortable  [and] 
are  so  nice  and  caring"  were  helpful. 

Referrals — Most  Helpful  Friend 

Helping  the  patient  find  a surgeon  was  helpful. 

Provided  Testimony — Most  Helpful  Friend 

It  was  helpful  when  support  group  members  who  were 
friends  helped  the  patient  with  her  morale  and  helped  to 
reduce  her  uncertainties  of  what  to  expect.  One  patient 
said  it  "meant  a lot  to  ask  questions  of  someone  who  had 
been  through  it." 

RQ7 . Are  There  Specific  Subcateaories  of  Emotionally 
Supportive  Behaviors  That  Are  Preferred  from  Specific 
Sources  for  Specific  Stressors  Related  to  the  Cancer 
Experience,  Such  As:  (a)  Feeling  Alienated.  Cb)  Fear 

Of  Surgical  Mutilation,  and  (c)  Fear  of  Treatment 

Cd)  Fear  of  Death? 

Feeling  Alienated 

Several  patients  (stage  1 and  stage  2)  experienced 
frequent  nightmares  involving  isolation  from  loved  ones. 

One  patient  (stage  2)  was  afraid  she  would  be  alienated  at 
work.  Only  one  patient  (stage  2)  admitted  that  she  felt 
isolated  no  matter  how  hard  her  daughters  tried  to  comfort 
her  (she  recently  had  gone  through  a divorce  at  the  time  of 
diagnosis  of  breast  cancer) . Seven  subcategories  of 
emotionally  supportive  behaviors  were  helpful  when  offered 
by  family  members:  talking,  reassurance,  encouragement, 

understanding,  concern,  intimacy,  and  companionship. 

Talking- -family . Use  of  humor  about  the  loss  of  hair 
or  breasts  was  helpful.  Humor  made  the  patients  feel  their 
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family  members  were  coping  well  and  would  not  leave  them. 

In  particular,  use  of  humor  by  spouses  made  them  feel  that 
their  spouses  did  not  see  them  any  differently  as  a person. 
For  example,  one  patient  said,  "My  husband  asked  me  which 
one  I had  cut  off  (laughing)  because  I was  so  flat." 

Reassurance — family . Reassuring  the  patient  she  was 
still  loved,  that  her  family  members  were  not  going  to  leave 
her,  and  that  her  treatment  would  eventually  end  were 
helpful . 

Encouragement--f amily . Encouraging  the  patient  that 
her  life  will  return  to  normal  after  treatment  was 
important.  Also,  husbands  who  encouraged  the  patient  to 
wake  them  up  when  the  patient  had  nightmares  about  her 
spouse  leaving  was  helpful. 

Understanding — family . The  act  of  trying  to  be 
empathic  was  helpful.  Family  members  did  not  always  have  to 
be  successful  at  being  empathic;  just  trying  was 
appreciated. 

Concern--f amily . When  family  members  attempted  to  be 
supportive,  whether  they  were  successful  or  not,  it  showed 
the  patients  that  their  families  were  concerned  about  them. 

Intimacy — family . Patients  wanted  to  be  told  they  were 
loved,  they  were  attractive,  and  they  were  desirable.  A 
close  interpersonal  relationship  with  a spouse  was 
particularly  helpful. 

Companionship — family . Family  members  who  were 
physically  there  with  the  patient  were  helpful. 
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One  emotionally  supportive  category  was  listed  for 
friends  in  relation  to  feelings  of  alienation,  talking.  For 
example  hearing,  "Welcome  back  to  the  lunch  group"  was 
helpful  to  one  cancer  patient  when  she  returned  to  work. 

Family  members  and  friends  also  offered  non-emotional 
responses  for  feelings  of  alienation.  Family  members 
°ffered  one  subcategory  of  nonemotionally  supportive 
behaviors  (material  aid,  that  was  described  as  being  the 
patient's  nurse),  and  friends  offered  one  nonemotionally 
supportive  behavior  (providing  sentiments  without  face  to 
face  contact,  that  consisted  of  sending  the  patient 
balloons) . 

During  the  respondent  validation  meeting,  I asked  the 
patients  if  family  members  were  able  to  make  them  feel  as  if 
they  belonged  to  a group.  They  responded  that,  "yes," 
family  members  were  crucial  in  making  them  feel  "connected" 
and  "loved."  One  patient  also  noted  that  in  her  family  she 
had  to  offer  social  support  to  them  in  order  to  "keep  them 
from  falling  apart."  I asked  if  this  was  a burden  to  her 
and  she  said,  "No.  Actually  it  was  the  opposite.  It  made 
me  feel  needed  by  my  family." 

I also  asked  the  group  if  friends  did  little  to  make 
them  feel  less  alienated,  since  only  one  respondent  had 
mentioned  talking  during  my  original  data  gathering 
interview.  They  said  that  their  friends  had  helped  more 
than  that  and  that  I should  gather  more  information  on  that 
topic . 
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Fear  of  Surgical  Mutilation 

Before  surgery,  several  patients  were  concerned,  not 
with  the  mutilation,  but  with  fear  of  the  spread  of  cancer, 
fear  that  their  daughters  might  contract  breast  cancer,  and 
"not  waking  up."  Helpful  emotional  support  was  offered  by 
both  family  members  and  friends  through  companionship.  In 
addition,  family  members  offered:  reassurance  and  intimacy. 
Friends  offered  three  more  types  of  emotionally  supportive 
behaviors:  encouragement,  concern,  and  intimacy. 

Companionship--familv.  Being  there  with  the  patient 
before,  during,  and  after  surgery  was  important.  However, 
one  patient  experienced  problems  because  her  parents,  who 
lived  out  of  town,  moved  in  with  her  and  treated  her  like 
she  was  "back  in  high  school."  So  being  with  the  patient 
was  helpful,  but  not  if  family  members  treated  the  patient 
like  a child. 

Companionship — friends . Just  sitting  with  the  patient 
was  helpful.  It  was  not  necessary  for  the  friend  to  talk 
all  the  time. 

Reassurance — family.  Telling  the  patient  she  looked 
great  was  helpful. 

Intimacy — family . Family  members  who  said  "I  will 
always  love  you"  were  helpful. 

Intimacy  friends . Friends  showed  intimacy  by 
discussing  personal  topics,  such  as  the  patient's  fear 
immediately  before  surgery.  Friends  also  were  helpful  if 
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they  let  the  patient  cry  when  they  were  talking  and  by 
telling  the  patient  "I  love  you." 

Encouraqement--f riends . Friends  were  helpful  if  they 
encouraged  the  patient  to  come  visit  anytime,  especially  if 
the  patient  needed  to  get  away  from  a stressful  situation  at 
home . 

Concern- -f riends . If  a patient  admitted  she  was 
afraid,  following  up  with  "What  are  you  afraid  of?"  made  the 
patient  feel  her  friend  was  concerned  about  her  feelings. 

Family  members  offered  one  type  of  nonemotional  support 
(provided  sentiments  without  face  to  face  contact-that 
consisted  of  sending  balloons) . Friends  offered  three  types 
of  nonemotional  support:  provided  references,  provided 

material  aid,  and  provided  comfort  through  touch. 

Ref erences--f riends . Friends  who  directed  the  patients 
to  cancer  support  groups  were  helpful.  The  patients  felt  it 
was  helpful  to  be  around  others  who  had  experienced  breast 
cancer . 

Material aid--friends . Doing  tasks  the  patient  did  not 

have  energy  to  do  was  helpful,  such  as  finding  beds  for 
visiting  family  members  and  cleaning  the  house.  Patients 
who  received  keys  to  their  friends'  houses  so  they  could 
visit  whenever  they  needed  to  were  grateful. 

Comfort — friends . Before  surgery,  when  the  patient 
scared,  it  was  helpful  to  let  the  patient  put  her  head  in 
her  friend's  lap  and  have  her  friend  rub  her  head. 


was 
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Fear  of  Treatment 

Before  chemotherapy  treatment  began,  several  patients 
were  scared  because  of  the  stories  they  heard.  During 
treatments  they  experienced  nausea  and  tiredness.  The  worst 
part  of  enduring  chemotherapy  for  these  patients  was  that 
just  when  their  bodies  would  begin  to  feel  better  from  the 
last  treatment,  it  was  time  for  another  chemotherapy 
session . 

Radiation  treatment  brought  different  fears.  Each  time 
a patient  went  to  radiation,  she  had  to  undress  in  front  of 
five  or  six  people.  One  patient  explained,  "You  get 
dehumanized.  So  many  people  poked  and  prodded.  Every  time 
you  turned  around,  you  were  stripping." 

Family  members  and  friends  offered  two  of  the  same 
types  of  emotionally  supportive  behaviors:  reassurance  and 
companionship.  Family  members  performed  two  additional 
types  of  emotionally  supportive  behavior  that  was  helpful 
for  treatment  anxiety:  concern  and  intimacy.  Friends 

offered  one  other  type  of  emotionally  supportive  behavior: 
talking. 

Reassurance- -family . The  patient  wanted  to  be 
reassured  she  was  still  loved  and  that  she  was  dealing  with 
the  disease  well.  The  patient  wanted  to  know  that  even 
though  her  hair  was  falling  out,  it  was  not  important.  The 
patient  also  wanted  to  hear  that  she  was  "doing  great"  and 
"handling  it  well"  even  on  days  when  she  did  not  feel  well. 
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Reassurance--f riends . Friends  who  reassured  a patient 
about  her  hair  were  helpful.  When  the  patient's  hair 
started  to  become  thin,  it  was  helpful  to  hear  that  it  did 
not  look  different.  When  one  friend  witnessed  some  of  the 
patient's  hair  fall  out,  she  said,  "Do  not  worry.  It  will 
grow  back . " 

Concern--f amily . Family  members  who  said  they  were 
concerned  about  the  patient's  well  being  were  helpful. 
However,  the  patients  did  not  like  it  when  family  members 
were  so  concerned  that  they  treated  the  patient  like  an 
invalid.  For  example,  the  family  members  should  let  the 
patient  do  her  own  laundry  if  she  wants  to  and  if  she  has 
the  energy.  Family  members  were  also  helpful  if  they  could 
pick  up  on  nonverbal  cues  that  the  patient  was  depressed. 

One  patient  said,  "They  will  pick  up  on  cues  that  you  are  a 
little  blue.  Then  you  know  somebody  cares  about  you." 

Intimacy--familv . Family  members  who  said  "I  love  you" 
and  "I  care  for  you"  were  helpful. 

Companionship — family.  Patients  liked  it  when  family 
members  who  came  from  out  of  town  took  care  of  the  patient. 

Companionship — friends . Patients  liked  friends  who 
invited  the  patients  to  spend  time  with  them.  Invitations 
to  dinner  were  nice  because  the  patient  would  not  have  to 
cook. 

Talking — friends . Friends  who  invited  the  patient  to 
sit  and  talk,  for  example  over  a cup  of  coffee,  were 
helpful.  It  was  also  helpful  when  friends  avoided 
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mentioning  the  loss  of  the  patient's  hair.  When  the  patient 
started  to  wear  a wig,  the  patient  liked  hearing  her  friends 
say  "Oh.  You  got  your  hair  cut!" 

Family  members  and  friends  offered  only  one  similar 
type  of  nonemotionally  supportive  behavior:  material  aid. 

Family  members  also  provided  comfort  through  touch.  Friends 
modeled/provided  testimony  of  own  experience  and  provided 
sentiments  without  face-to-face  contact. 

Material  aid — family.  Helping  the  patient  to  and  from 
chemotherapy  sessions  was  helpful.  Behaviors  such  as 
walking  the  patient  to  the  car,  putting  her  in  the  car,  and 
then  putting  her  to  bed  after  arriving  home,  were  all 
helpful . 

Material  aid — friends.  Friends  offered  two  types  of 
material  aid:  hair  products  and  transportation.  Friends 

who  got  wigs,  turbans,  and  hair  pieces  for  the  patient  were 
helpful.  Also,  since  the  day  after  chemotherapy  was  really 
bad  for  one  patient,  it  was  helpful  when  a patient's  friend 
would  pick  up  the  patient  and  bring  her  to  the  friend's 
house . 

Comfort  family . The  patient  liked  it  when  her  family 
gave  her  "positive  strokes"  such  as  "when  stroking  a cat  and 
it  purrs,"  or  stroking  her  shoulder,  or  touching  her  hand, 
or  hugging  her. 

During  the  respondent  validation  meeting,  I asked  why 
comfort  through  touch  from  family  members  was  so  important 
for  treatment  fears.  I was  told  that  family  members  were 
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helpful  during  chemotherapy  treatments  because  they  held  the 
patient's  hand  during  the  lengthy,  nauseating  chemotherapy 
process . 

Modeled/provided  testimony — friends . It  was  helpful 
for  the  patients  to  talk  to  their  friends  who  had 
experienced  breast  cancer.  In  particular,  the  patients 
wanted  information  on  what  to  expect  during  treatment  and  to 
hear  that  individual  side  effects  from  chemotherapy  varied. 
It  was  also  helpful  to  tell  the  patient  to  cut  her  hair 
short  when  it  started  to  fall  out  in  clumps. 

Sentiments — friends . Patients  enjoyed  friends  who 
called  and  asked  them  out,  either  for  coffee  in  the  morning 
or  for  dinner  at  night. 

Fear  of  Death 

Recall  that  only  the  "conversational"  group  was  asked 
about  death.  The  "structural"  group  was  too  emotional.  The 
"conversational"  group  wanted  family  members  to  talk  and 
listen  to  them  about  death.  Important  topics  to  discuss 
were  fear  of  death  and  funeral  plans.  One  patient  was  upset 
because,  at  first,  her  husband  would  not  talk  to  her  about 
death.  It  was  helpful  when  they  sought  counseling  and  he 
finally  began  to  talk  to  her.  Another  patient  said  she 
could  not  understand  why  her  husband  why  so  upset  with  her 
for  having  more  reconstructive  surgery.  She  had  had 
problems  with  reconstructive  surgery  in  the  past  but 
wondered  what  her  husband  was  so  upset  about.  She  said,  "He 
just  blew  up  one  day  and  said,  'You  are  committing 
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suicide.'"  That  was  when  she  finally  realized  he  was 
worried  about  her  dying. 

Death  appeared  to  be  a possibility  to  several  patients 
because  some  patients  made  wills,  including  living  wills. 

The  importance  of  living  wills  was  so  that  loved  ones  "would 
not  have  to  make  choices." 

Although  I did  not  specifically  ask  about  death  in  the 
"structural"  group,  the  patients  made  several  comments  about 
death  throughout  the  interview.  For  example,  one  patient 
said  she  was  most  anxious  right  before  surgery  because  she 
was  afraid  she  "would  not  wake  up."  Another  patient  feared 
that  the  cancer  had  spread  throughout  her  body  and  she  was 
going  to  die.  A third  patient  admitted  she  made  a will 
right  before  surgery  because  she  was  afraid  she  would  die. 

RQ8 . How  Do  Cancer  Patients  Define  Emotional  Support? 

When  defining  emotional  support,  the  patients  did  not 
give  a "dictionary"  definition  of  emotional  support:  instead 
they  listed  behaviors  indicative  of  emotional  social  support 
(to  be  covered  in  RQ9) . 

The  individuality  of  the  meaning  of  emotional  social 
support  was  discussed.  A stage  1 and  a stage  3 patient 
agreed  that  emotional  social  support  was  intangible.  The 
stage  3 patient  also  said  her  emotional  social  support  was 
her  faith. 

RQ9 . What  Behaviors  Constitute  Emotional  Support  for  a 

Cancer  Patient? 

Four  out  of  twelve  of  Gottlieb's  (1978)  emotional 
support  categories  were  found  to  constitute  emotional 
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support:  (a)  talking,  (b)  listening,  (c)  reflecting 

understanding,  and  (d)  providing  companionship. 

Talking 

Having  someone  available  to  talk  to  was  important. 

One  stage  1 patient  said,  "if  you  need  to  talk  to  somebody, 
then  they  are  there  for  you."  Letting  the  patient  decide 
how  much  to  talk  about  was  also  important.  A stage  1 
patient  said  it  was  important  to  talk  "at  your  pace." 

Another  patient  said,  "If  you  want  to  talk,  fine,  if  not, 
well  ..."  Talking  face-to-face  was  not  the  only 
interpersonal  context  mentioned.  A stage  4 patient  liked 
that  a friend  called  on  the  phone  and  talked  to  her. 
Listening 

A stage  1 patient  said  emotional  support  is  when 
"Someone  hears  you  and  listens  to  you  with  their  hearts." 
When  pressed  for  information  on  how  you  could  tell  when  a 
person  was  listening  to  you  with  all  of  his/her  heart,  she 
said,  "Oh,  you  can  tell  by  the  way  they  stay  with  you  and 
they  don't  run  off."  It  appears  that  for  listening  to  be 
emotionally  supportive,  listening  cannot  be  a one  time 
activity;  it  must  be  a continuous  activity.  In  addition, 
this  patient  added  another  dimension  to  listening:  accuracy. 
She  said,  "...  they  really  do  hear  you  . . . ."  A stage 

2 patient  felt  that  an  important  component  of  listening  was 
" . . . not  making  any  judgements. 
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Understanding 

One  patient  (stage  unknown)  discussed  understanding  in 
terms  of  " . . . being  able  to  put  up  with  your  moods." 

Mood  swings  are  common  and  should  not  be  taken  personally  by 
friends  and  family  members  of  the  cancer  patient. 

During  the  respondent  validation  session,  several 
patients  added  another  aspect  of  breast  cancer  that  required 
understanding:  the  emotional  experience  of  waiting.  They 
were  referring  to  the  waiting  period  after  finding  they  had 
a lump  or  abnormality  on  a mammogram,  getting  a biopsy,  and 
then  waiting  for  the  diagnosis.  One  patient  said,  "Waiting 
was  the  worst  part  of  this  [cancer  experience] . One  minute 
you  think  you  are  going  to  be  fine,  the  next  you  think  you 
are  going  to  die." 

Provides  companionship 

Phrases  such  as  "They  are  there"  and  "Being  there"  were 
used  to  refer  to  companionship.  One  patient's  (stage  2) 
words  about  emotional  support  were  not  selected  by  the 
coders,  but  these  words  expressed  an  important  component  of 
companionship:  dependability.  She  described  emotional 
support  as,  "there  is  someone  in  your  corner  that  you  can 
depend  upon  that  is  going  to  be  there  if  you  are  not  100 
percent . " 

RQ10.  Why  Is  Emotional  Social  Support  So  Important  to  a 

Cancer  Patient? 

The  results  of  this  study  support  Melamed  and  Brenner's 
(1990)  hypothesis  that  emotional  support  is  important 
because  it  can  provide  encouragement  during  times  of  stress 
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and  a feeling  that  one  is  not  alone  in  the  coping  process. 
One  patient  was  astute  when  she  said  that  everyone  I was 
talking  to  thought  emotional  support  was  important  "... 
because  you  already  have  the  people  who  are  seeking  out  the 
emotional  support  and  the  talking  and  the  caring." 

It  was  implied  that  emotional  support  is  also  important 
because  it  can  prolong  life.  One  patient  (stage  1)  said, 

"if  you  read  anything,  it  says  that  those  who  belong  to 
support  groups  live  longer."  A second  patient  (stage  1) 
reasoned  that  support  group  members  live  longer  because,  "we 
are  here  talking  it  out."  Both  patients  implied  that  self- 
disclosure was  an  important  activity  for  the  patient  both 
psychologically  and  physiologically. 

During  the  respondent  validation  meeting,  several  women 
commented  that  social  support  was  important  because  it  made 
them  feel  they  were  not  alone  in  the  coping  process.  Two 
other  patients  expanded  on  the  idea  of  "talking  it  out." 

They  explained  that  by  talking  to  others  who  had  knowledge 
of  breast  cancer  treatments,  the  support  group  served  an 
important  function  in  their  "information  process." 

Discussing  treatments  with  women  who  had  first-hand 
experience  with  a variety  of  different  treatments  and  side 
effects  enabled  them  "to  change  their  options."  By 
attending  the  group  meetings,  they  learned  new  options  that 
their  oncologists  had  not  discussed  with  them. 
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RQ11.  Do  Underlying  Factors  Exist  That  Cancer  Patients  Use 
to  Evaluate  an  Emotionally  Supportive  Behavior  as  Helpful 

Versus  Unhelpful? 

The  researcher  found  four  underlying  factors  that 
cancer  patients  used  to  evaluate  supportive  behaviors  as 
helpful:  (a) unexpected  behavior,  (b)  behavior  that  required 

great  sacrifice  by  others,  (c)  increased  behavior  of  others, 
and  (d)  "bending  the  rules"  behavior  conducted  with  the 
intent  to  help  the  patient. 

Unexpected  behavior 

Unexpected  behavior  was  behavior  that  the  patient  did 
not  expect  to  see  from  a particular  person  or  group  of 
people.  For  example,  one  patient  was  a college  professor 
and  thought  "one  of  the  neatest  things"  was  that  her 
students  (who  knew  she  was  ill)  took  control  and  would  make 
her  sit  or  would  "holler"  for  her  to  stop  a certain  behavior 
if  they  thought  it  was  harmful  to  her.  Another  patient  was 
surprised  because  she  had  just  moved  to  a new  neighborhood, 
and  her  new  neighbors  brought  her  food  and  gifts.  A third 
patient  was  surprised  when  an  acquaintance's  husband  offered 
to  take  her  to  her  chemotherapy  treatments  if  her  own 
husband  could  not.  A fourth  patient  was  shocked  when  one 
person  who  "nobody  can  get  along  with"  had  given  her  fruit. 

A fifth  patient  was  surprised  when  a coworker  gave  her  a 
card  and  a statue  of  two  cats  "just  for  no  reason." 

Behavior  That  Required  Great  Sacrifice 

There  were  several  examples  of  sacrifice  by  others  for 
the  cancer  patient.  One  patient  received  $100  from  fellow 
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workers  because  they  knew  she  was  off  work  without  pay. 
Another  patient  was  impressed  because  her  fellow  workers 
donated  $100  to  her  and  then  her  boss  matched  that 
contribution.  A third  patient  said  how  she  thought  "it  took 
a lot"  for  her  neighbor  to  come  over  and  give  her  radishes 
because  this  neighbor's  brother  had  died  of  brain  cancer  the 
week  before. 

Increased  Behavior 

Increased  behavior  was  behavior  done  more  frequently 
than  expected  by  cultural  norms  or  etiquette.  For  example, 
one  patient  reported  that  after  returning  to  work  she  had  a 
card  in  her  mailbox  or  on  her  desk  every  other  day.  The 
same  patient  experienced  an  increase  in  the  frequency  of 
phone  calls  from  her  father.  Another  patient  was  impressed 
because  her  coworkers  collected  money  twice  for  her.  This 
patient  also  said  she  received  more  than  500  cards.  In 
addition,  this  patient  said  two  or  three  people  came  by  each 
night  with  dinner  for  her  and  her  husband.  Other  examples 
included  friends  calling  several  times  a week  from  out  of 
town,  and  receiving  so  many  flowers  that  it  filled  a 
hospital  room. 

"Bending  the  Rules"  Behavior 

"Bending  the  rules"  behavior  is  behavior  that  breaks 
rules  (i.e.,  from  hospitals,  laws)  to  help  the  cancer 
patient.  One  patient  reported  her  boss  let  her  stay  on  the 
payroll  (although  she  no  longer  was  attending  work)  in  order 
to  continue  to  receive  insurance  benefits. 
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During  the  respondent  validation  meeting,  I asked  if 
anyone  had  other  examples  of  the  "bending  the  rules" 
behavior.  One  patient  admitted  that  her  boss  let  her  take 
longer  lunch  hours  in  order  to  complete  her  chemotherapy 
sessions.  Another  patient  said  that  her  husband  was  allowed 
to  stay  with  her  in  the  surgery  recovery  room  even  though 
that  was  against  hospital  rules. 

Now  that  the  results  have  been  reviewed,  Chapter  6 will 
summarize  the  findings,  discuss  limitations  of  the  study, 
and  postulate  future  research  ideas. 


CHAPTER  6 
CONCLUSION 

Discussion 

Two  social  support  groups  for  breast  cancer  patients 
were  interviewed  to  discover  the  most  helpful  emotionally 
supportive  behaviors  received  from  family  and  friends. 
Emotional  social  support  from  the  breast  cancer  patients' 
perspective  was  explored,  as  well  as  underlying  factors  used 
to  evaluate  emotionally  supportive  behaviors.  In  addition, 
coders  content-coded  the  interview  transcript  according  to 
Gottlieb's  (1978)  classification  scheme  of  twelve 
emotionally  supportive  behaviors.  The  categories  of 
emotional  social  support  were  reported:  (a)  for  the  entire 

transcript,  (b)  in  relation  to  family  and  friends  only,  and 
(c)  in  relation  to  specific  stressors  (i.e.,  fear  of 
isolation,  fear  of  death)  and  preferences  for  family  and 
friends . 

This  study  differed  from  other  social  support  studies 
in  that  the  emphasis  was  on  communication.  Social  support 
was  viewed  as  a communication  process  in  which  just  one  of 
its  participants  (the  support  recipient)  views  were 
investigated.  Various  acts  of  social  support  were  analyzed 
from  the  recipients  perspective  in  order  to  achieve  a better 
understanding  of  the  meaning  of  helpful  social  support.  As 
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communication  of  support  can  be  conveyed  through  various 
channels  (verbal,  nonverbal,  and  other) , a variety  of 
channels  were  studied  for  their  influence  on  perceptions  of 
helpful  social  support  from  the  breast  cancer  patient's 
perception. 

This  study  found  that  breast  cancer  patients  defined 
emotional  social  support  in  terms  of  verbal  and  nonverbal 
behaviors  expressed  by  family  and  friends  including: 
companionship  (or  being  there),  talking,  listening,  and 
reflecting  understanding.  Companionship  was  important  in 
terms  of  dependability.  The  patients  wanted  someone  they 
could  count  on  to  be  there  for  them  whenever  the  patients 
needed  them.  Many  breast  cancer  patients  interviewed  for 
the  book,  Women  Talk  about  Breast  Surgery  from  Diagnosis  to 
Recovery  (Gross  & Ito,  1991)  recounted  incidents  when  loved 
ones  had  been  there  physically  for  them.  The  sentiment  of 
dependability  was  explained  well  in  the  words  of  one  cancer 
patient  interviewed  by  Johnson  and  Klein  (1988) . The 
patient  said,  "My  advice  to  family  and  friends  who  do  not 
know  what  to  say  or  do  would  be  to  stay  close.  Check  in 
regularly  to  see  how  they  are  doing.  It  is  a way  of  showing 
you  care.  Be  available,  but  do  not  bug  them"  (p.  98)  . 

The  idea  of  dependability  was  important  for  talking  and 
listening  too;  the  patients  wanted  someone  to  be  there  for 
them  when  they  wanted  to  talk.  It  was  important  to  let  the 
patients  decide  how  much  they  should  talk.  One  patient  had 
a friend  tell  her  she  was  talking  about  her  disease  too 
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much.  The  patient  said,  "When  you  can  talk  about  it  a lot, 
that  is  when  you  recognize  a really  good  friend." 

The  patients  felt  it  was  important  that  they  could 
depend  on  others  to  be  there  when  the  patients  needed  others 
to  listen  to  them.  It  was  important  that  others  listened 
more  than  one  time  and  did  not  judge  the  patients  when  they 
listened.  For  example,  the  patients  wanted  others  to 
understand  that  mood  swings  were  common  and  should  not  be 
taken  personally.  Thus,  if  the  patient  was  in  a bad  mood 
and  needed  someone  to  listen  to  her  complaints,  she  did  not 
want  to  be  judged  as  a bad  person  because  of  her  negative 
attitude.  The  importance  of  the  availability  of  a 
non judgmental  listener  was  supported  by  a breast  cancer 
patient  quoted  in  Johnson  and  Klein's  (1988)  book  I Can 
Cope.  The  patient  said  about  her  friend,  "She  is  always 
available  to  listen  without  judging  me"  (p.  103) . 

The  aforementioned  behaviors  the  patients  listed  for 
emotional  social  support  were  similar  to  the  ideas  posed  by 
Carl  Rogers  (1961)  about  the  characteristics  of  a helping 
relationship.  Rogers  (1961)  found  that  empathic  listening 
and  unconditional  positive  regard  were  important  components 
in  developing  a trusting  relationship  between  patients  and 
clients.  This  trusting  relationship  was  what  enabled  the 
patient  to  disclose  ideas  and  to  receive  information  which 
then  enabled  the  patient  to  make  important  choices. 

Perhaps  family  members  and  friends  should  attend 
training  classes  in  Rogerian  techniques.  Even  if  the  family 
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members  or  friends  were  unable  to  listen  without  making 
judgements  (for  example  about  treatment  options),  at  least 
they  could  be  up  front  with  the  cancer  patient  and  forewarn 
her  that  they  would  not  be  able  to  listen  to  her  with  an 
open  mind.  Then  the  cancer  patient  would  have  the  choice  of 
talking  and  knowing  it  would  not  be  an  open  discussion,  or 
she  could  seek  to  talk  with  someone  else. 

The  patients'  perspective  of  the  important  components 
of  emotional  social  support  (companionship,  talking, 
listening,  and  understanding)  are  somewhat  different  from 
how  researchers  have  conceptualized  emotional  support. 
According  to  Thoits  (1985),  researchers  have  conceptualized 
emotional  support  as  the  demonstration  of  love,  caring, 
esteem,  value,  empathy,  sympathy,  and/or  group  belonging. 
While  the  patients  wanted  to  hear  "I  love  you"  and  "I  care" 
and  that  they  were  valued  and  esteemed,  these  were  not  the 
most  important  functions  of  emotional  support.  I would 
hypothesize  that  the  patients  expected  loved  ones  to  say,  "I 
love  you,"  and  thus  the  value  of  such  a behavior  was 
reduced.  However,  family  members  who  took  the  time  to 
listen  and  to  talk  to  the  patient  were  special.  It  meant 
they  had  to  put  aside  their  own  needs  momentarily  for  the 
patient.  Future  research  needs  to  be  done  to  explore  this 
hypothesis . 

The  patients  felt  that  talking  and  listening  were  two 
of  the  most  important  emotionally  supportive  behaviors 
another  human  being  could  do  for  them.  Patients  agreed  with 
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researchers  that  empathy  is  important  while  listening. 
However,  the  patients  did  not  want  others  to  feel  sorry  for 
them  (sympathy). 

Emotional  social  support  from  others  who  had  breast 
cancer  was  extremely  important  (one  patient  even  noted  that 
was  why  these  members  had  joined  the  support  group) . 

Several  breast  cancer  patients  in  the  book  Women  Talk  About 
Breast  Surgery:  From  Diagnosis  to  Recovery  (Gross  & Ito, 

1991)  agreed  that  talking  to  others  who  had  breast  cancer 
was  helpful.  The  emotional  support  they  received  from  the 
group  members  provided  encouragement,  self-confidence,  and 
eased  the  fear  of  death.  This  finding  supports  Melamed  and 
Brenner's  (1990)  hypothesis  that  emotional  support  is 
important  because  it  can  provide  encouragement  during  times 
°f  stress  and  a feeling  that  one  is  not  alone  in  the  coping 
process.  One  patient  said,  "It  is  encouraging  to  see 
someone  that  was  diagnosed  4 years  ago  and  that  I see  them 
at  10  or  20  years  still  alive."  Being  around  others  "in  the 
same  circle"  who  had  undergone  experiences  such  as 
chemotherapy  and  radiation  made  it  easier  to  talk  and  to 
gain  strength  "from  within."  The  emotional  support 
received  from  the  support  group  also  helped  "you  get  over 
being  scared  half  to  death,"  said  one  group  member.  This 
same  group  member  said,  "when  we  were  little  kids  we  used  to 
tromp  through  the  woods  and  not  even  look  for  a snake.  Now 
we  are  looking  at  snakes." 
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A qualitative  analysis  of  the  data  revealed  four 
underlying  factors  that  cancer  patients  used  to  evaluate 
supportive  behavior  as  especially  helpful.  The  patients 
noted  that  others  really  went  out  of  their  way  to  help  them 
by  performing:  unexpected  behavior,  behavior  that  required 

great  sacrifice,  increased  behavior,  and  "bending  the  rules" 
behavior  conducted  with  the  intent  to  help  the  patient. 

Most  of  the  behaviors  credited  with  being  especially  helpful 
were  not  emotionally  supportive  behaviors.  Most  of  the 
behaviors  in  these  especially  helpful  categories  were 
material  aid  or  services  provided  by  others.  For  example, 
money,  greeting  cards,  and  gifts  were  frequently  mentioned. 
Further  proof  can  be  found  in  Amy  Harwell's  (1987)  book 
entitled  When  Your  Friend  Gets  Cancer.  Harwell  (1987),  a 
cancer  patient  herself,  listed  the  aforementioned  types  of 
behaviors  as  helpful  immediately  after  diagnosis  and  while 
the  person  was  going  through  treatment. 

Thus,  cancer  patients  regarded  both  emotional  social 
support  and  material  aid  as  helpful.  This  has  implications 
for  family  members  and  friends  who  do  not  know  how  or  if 
they  will  be  able  to  offer  emotional  support.  Family 
members  and  friends  can  be  helpful  to  the  cancer  patient  by 
remaining  in  frequent  contact  through  greeting  cards, 
helping  with  household  chores,  or  collecting  money  for  the 
cancer  patient. 

Family  members  and  friends  do  not  necessarily  have  to 
be  effective  at  offering  emotional  social  support  to  be 
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helpful.  Offering  material  aid  and  services  are  alternative 
methods  that  family  members  and  friends  can  do  to  show  the 
cancer  patient  that  they  care  about  the  patient  and  to  be 
helpful  to  the  patient.  Harwell  (1987)  made  a good  point 
when  she  said,  "Each  person  did  what  was  unique  to  him  or 
her.  Some  played  more  significant  roles  than  others,  but  no 
one  person  did  it  all"  (p.  7).  In  other  words,  for  family 
members  and  friends  to  be  helpful,  they  do  not  have  to  worry 
about  being  the  sole  supporter  of  all  needs.  Each  person 
should  give  to  the  patient  the  types  of  emotional  and 
nonemotional  support  that  he/she  can  best  provide.  This 
means  that  if  a family  member  of  close  friend  can  provide 
effectively  only  one  of  the  twelve  categories  of  emotional 
support,  he/she  should  provide  that  behavior  in  addition  to 
any  material  aid. 

The  breast  cancer  patients  in  this  study  mentioned 
companionship  and  material  aid  most  frequently  as  behaviors 
that  showed  that  others  were  concerned  about  the  cancer 
patient.  However,  during  the  respondent  validation  meeting, 
the  subjects  clarified  that  although  material  aid  was 
offered  most  frequently,  emotional  support  was  more 
important.  In  the  future,  quantitative  research  on  social 
support  may  want  to  examine  the  correlation  between 
frequency  and  saliency  of  behaviors.  The  present  research 
indicates  that  frequency  may  not  always  be  equated  to 
importance.  Frequency  of  behavior  may  be  more  related  to 
the  ease  of  completing  a behavior. 
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When  asked  what  topics  cancer  patients  wanted  to 
discuss  to  be  reassured,  encouraged,  or  to  show  that  others 
were  concerned,  only  six  topics  were  mentioned  (four  for 
reassuring,  two  for  encouraging) . The  patients  wanted  to  be 
reassured  about  four  topics:  their  future,  their 

importance,  continued  companionship,  and  unending  love. 

They  wanted  to  be  reassured  they  would  be  alive  in  the 
future  because  death  was  a common  fear.  One  patient  said, 

"I  thought  I was  going  to  die.  I mean,  I just  thought  my 
life  was  over."  While  I sat  through  the  "conversational" 
group  meetings,  several  women  admitted  they  thought  they 
were  going  to  die  after  they  were  diagnosed  with  breast 
cancer.  One  night  several  women  admitted  their  fear  of 
death  and  how  it  forced  them  to  do  activities  they  had  been 
putting  off  for  some  time.  For  example,  several  women 
cleaned  out  closets  because  they  did  not  want  to  die  and 
leave  a messy  house.  Another  patient  finished  paying  off 
her  college  loan.  These  behaviors  are  guite  normal, 
according  to  Harwell  (1987)  who  said,  "The  cancer  patient, 
with  advance  warning  [of  death],  usually  feels  she  must  get 
her  house  in  order  by  doing  things  like  paying  her  taxes, 
updating  her  will,  patching  up  relationships,  and  even 
cleaning  out  her  closets"  (p.  11) . 

The  respondents  were  also  worried  about  recurrence 
(National  Cancer  Institute,  1984) . They  were  concerned  that 
cancer  would  strike  the  other  breast  or  invade  a new  part  of 
their  body.  One  patient  interviewed  by  Gross  and  Ito  (1990) 
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said,  "I  am  not  scared  of  getting  cancer  in  the  same  breast. 
I am  scared  of  getting  it  in  the  other  breast,  of  getting  it 
everywhere  else.  If  I have  a mastectomy,  that  is  not  going 
to  take  away  my  fear  of  cancer"  (p.  63) . 

Thus,  diagnosis  of  breast  cancer  is  still  associated 
with  death,  and  these  patients  wanted  to  be  reassured  they 
would  not  die.  One  stage  4 patient  who  knew  she  would  die 
soon  wanted  others  to  lie  to  her.  She  said,  "I  want 
somebody  to  tell  me  that  I'll  be  here  10  years  from  now  even 
though  they  lie."  However,  this  does  not  mean  all  patients 
want  others  to  lie  about  their  future.  More  research  about 
the  issue  of  death  and  dying  needs  to  be  done  on  more  breast 
cancer  patients  before  a conclusion  can  be  drawn. 

These  patients  wanted  to  be  reassured  that  they  would 
be  here  in  the  future,  but  they  also  wanted  to  be  reassured 
that  their  loved  ones  would  still  be  with  them  in  the 
future.  They  did  not  want  their  loved  ones  to  leave  them. 
The  fear  of  abandonment  is  not  an  irrational  fear.  One 
women  who  attended  some  of  the  "conversational"  group 
meetings  was  divorced  from  her  husband  because  cancer  was 
too  much  for  him  to  handle.  Another  patient  in  Gross  and 
Ito's  (1990)  study  had  the  same  experience.  A second 
patient  in  Gross  and  Ito's  study  had  a husband  who  left  her 
temporarily  during  the  surgery  stage  because  he  could  not 
deal  with  the  situation.  Two  group  members  had  nightmares 
about  being  alone  in  the  world.  That  was  why  it  was 


136 


important  to  be  reassured  they  were  loved  and  were  important 
people  who  would  not  be  abandoned  in  their  time  of  need. 

There  were  only  two  topics  that  cancer  patients  wanted 
to  be  encouraged  about:  that  life  would  return  to  normal 

after  treatment  and  to  attend  a support  group.  Treatment 
interfered  with  previous  family  schedules  and  chores.  As 
the  breast  cancer  patient  was  delegated  to  the  "sick  role" 
and  could  not  perform  many  of  her  former  tasks  (cooking, 
vacuuming,  bathing  the  dog)  she  had  to  rely  on  her  friends 
and  family  to  help  with  these  chores.  Normalcy  of  life  was 
a common  theme  throughout  the  transcript.  Examples 
included,  "I  said  chemo[ therapy]  was  not  going  to  alter  my 
life,"  and  "I  led  a normal  life  after  the  radiation 
treatments  were  over.  My  life  got  back  to  normal."  These 
same  desires  for  normalcy  were  echoed  in  a newspaper  article 
entitled  "When  Cancer  Strikes:  How  to  Talk  'Normally'  to 

Loved  Ones,"  by  Sasso  (1994) , who  wrote,  "Many  cancer 
patients  do  not  want  to  dwell  on  their  diseases.  They  say 
they  want  to  lead  normal  lives  and  want  to  be  treated  as 
they  were  before  their  cancer"  (p.  ID) . 

These  patients  wanted  to  know  that  eventually  the  side 
effects  of  treatment  would  wear  off  and  they  would  return  to 
normal.  One  side  effect,  the  loss  of  hair,  was  a very 
traumatic  experience  for  many  women  in  the  study.  Many 
breast  cancer  patients  interviewed  by  Gross  and  Ito  (1991) 
also  were  greatly  affected  by  the  loss  of  hair.  Johnson  and 
Klein  (1988)  reported  that  one  breast  cancer  patient  they 
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interviewed  eventually  accepted  the  use  of  wig  as  a way  to 
appear  more  mainstream  and  normal.  They  said,  "It  [the  wig] 
made  her  look  normal,  and  that  made  her  feel  normal"  (p. 

78)  . 

These  patients  felt  that  being  encouraged  to  attend  a 
support  group  where  women  had  experienced  the  side  effects 
and  returned  to  normal  was  helpful.  Again,  attending  a 
support  group  might  not  be  helpful  for  everyone,  so  more 
research  needs  to  be  done  with  non-support  group  members. 

Six  behaviors  accounted  for  75%  of  the  responses  in 
the  emotionally  supportive  categories:  companionship, 

talking,  concern,  respect,  intimacy,  and  encouragement. 

These  results  are  different  from  Gottlieb's  (1978)  results, 
who  found  three  behaviors  accounted  for  75%  of  the 
responses:  talking,  listening,  and  understanding.  This 
difference  indicates  that  different  situations  (single  women 
on  welfare,  illness)  may  reguire  different  types  of 
emotional  social  support. 

There  were  no  preferences  for  family  members  versus 
friends  to:  talk  to  when  they  wanted  to  talk,  to  listen  to 

them,  to  reassure  them,  to  show  concern,  to  encourage  them, 
to  understand  them,  to  respect  them,  or  to  provide 
companionship.  There  was  no  difference  in  preference  for 
family  members  or  friends  to  listen,  be  trusted  with, 
discuss,  or  understand  any  particular  topic. 

There  was  also  no  difference  in  the  number  of 
categories  of  emotionally  supportive  behaviors  offered  by 
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family  members  and  friends  (both  offered  six  categories) . 
However,  there  were  some  differences  in  the  most  helpful 
emotionally  supportive  behaviors  offered  from  family  and 
friends.  Family  members  offered  intimacy,  companionship, 
extended  periods  of  care,  reassurance,  talking,  and 
encouragement.  Friends,  on  the  other  hand  offered  concern, 
reassurance,  talking,  encouragement,  companionship,  and 
understanding.  Companionship,  talking,  reassurance,  and 
encouragement  were  helpful  from  both  family  members  and 
friends.  Family  members  offered  more  intimacy  and  extended 
periods  of  care.  Friends  showed  the  patient  they  were 
concerned  about  her  and  that  they  understood  what  she  was 
going  through. 

It  appears  that  the  main  function  of  the  family  was  to 
hold  the  patient's  hand  throughout  the  experience  and 
reassure  her  she  was  loved  for  who  she  was,  not  because  she 
had  a disease.  Thus,  the  family  seemed  to  boost  the  cancer 
patient's  self  image  and  worth.  Friends  main  function 
seemed  to  be  show  the  cancer  patient  she  was  still  connected 
to  the  world  outside  of  her  family.  It  helped  the  cancer 
patient  to  know  that  others  outside  her  immediate  family 
were  concerned  about  her  well  being.  It  also  helped  the 
patient  to  know  that  others  outside  her  family  understood 
the  difficulties  she  was  experiencing  and  agreed  to  stand  by 
her  in  her  time  of  need. 

When  asked  what  the  most  helpful  behaviors  were  from 
the  most  helpful  family  member  and  friend,  the  categories 


139 


did  not  change  much.  This  finding  is  consistent  with  Dakof 
and  Taylor's  (1990)  results.  The  most  helpful  family  member 
showed  concern,  companionship,  intimacy,  extended  periods  of 
care,  and  talking.  It  is  interesting  to  note  that  the  most 
helpful  family  member  took  on  one  of  the  most  helpful 
behaviors  of  friends:  concern.  The  most  helpful  friend 

offered  encouragement,  companionship,  concern,  talking,  and 
accompanied  the  patient  in  stressful  situations. 

Accompanying  the  patient  in  stressful  situations  was  common 
for  family  members  who  took  the  patient  to  doctors' 
appointments,  chemotherapy  treatments,  and  so  on.  Thus,  the 
most  helpful  friend  appeared  to  take  on  responsibilities 
normally  reserved  for  family  members.  The  most  helpful 
family  member  in  some  ways  was  like  a friend,  and  the  most 
helpful  friend  was  almost  like  a family  member.  During  the 
respondent  validation  meeting,  several  patients  agreed  with 
this  statement. 

There  were  differences  in  preference  for  family  versus 
friends  in  relation  to  several  stressors:  feeling 

alienated,  fear  of  surgical  mutilation,  and  fear  of 
treatment.  When  feeling  alienated,  the  cancer  patient 
wanted  family  members  to  offer:  encouragement,  intimacy, 

reassurance,  companionship,  talking,  understanding,  and 
concern.  During  the  original  data  collection,  the  patients 
mentioned  only  that  the  cancer  patient  wanted  friends  to 
talk  with  them.  During  the  respondent  validation  meeting, 
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the  patients  said  further  investigation  of  the  friend's  role 
in  reducing  feelings  of  alienation  was  necessary. 

Before,  during,  and  after  surgery,  the  patients  wanted 
family  members  to  offer  companionship,  reassurance,  and 
intimacy.  Similar  behaviors  were  desired  from  friends: 
companionship,  intimacy,  encouragement,  and  concern. 

Fear  of  chemotherapy  and  radiation  treatments  required 
new  needs  from  family  members:  intimacy,  reassurance,  and 

companionship  were  needed  (as  with  fear  of  surgery) , but  so 
was  concern.  Cancer  patients  found  it  most  helpful  that 
friends  offered  talking,  reassurance,  and  companionship. 

Thus,  similar  emotionally  supportive  behaviors  were 
desired  from  family  and  friends  in  relation  to  surgery  and 
other  treatment  fears.  However,  the  family  was  expected  to 
help  much  more  with  feelings  of  alienation.  Alienation  has 
to  do  with  a sense  of  self  worth  and  importance,  and  earlier 
it  was  hypothesized  that  family  members  are  the  ones  who 
help  to  boost  the  breast  cancer  patient's  feelings  of  self 
worth.  Hence,  it  makes  sense  that  family  members  would  be 
the  ones  that  patients  turned  to  for  help  when  feeling 
alienated. 

Suggestions  for  Communication  Behaviors  for  Each  Emotionally 
Supportive  Category 

All  the  results  discussed  thus  far  can  be  rather 
overwhelming  and  can  leave  the  reader  unsure  how  to  use  all 
the  information.  As  this  dissertation  was  most  concerned 
with  how  the  emotionally  supportive  categories  translated 
into  communication  behaviors,  the  following  list  was 
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compiled  to  give  the  reader  specific  communication  examples 
of  each  emotionally  supportive  category. 

Companionship 

1.  Be  there  for  the  patient.  This  means  traveling  if 
necessary  to  be  by  the  patient's  side. 

2.  Be  dependable.  If  you  offer  to  be  there  for  them, 
you  must  follow  through  and  stay  by  them  through  out  the 
cancer  experience. 

3.  Do  not  feel  it  is  necessary  to  talk.  Sometimes  the 
patient  just  wants  someone  to  sit  with  her. 

4.  Make  time  to  visit  with  the  patient.  If  you  know 
her  well,  stop  by  and  visit.  If  not,  call  and  ask  her  to 
come  over  to  your  house  or  ask  if  you  can  stop  by  her  house. 

5.  Think  of  activities  you  can  do  together.  Helpful 
activities  include  going  to  lunch,  going  to  the  beach,  and 
watching  movies. 

Encourage 

1.  Encourage  the  patient  to  do  behaviors  that  will  aid 
her  physical  health.  For  example,  encourage  her  to  eat  and 
to  make  treatment  a part  of  her  life. 

2.  Encourage  the  patient  to  plan  for  the  future. 
Encourage  her  to  make  lunch  dates  in  the  future  or  plan  to 
attend  events  such  as  conferences. 

3.  Encourage  the  patient  to  guestion  doctors  about 
treatment  options.  Tell  the  patient  to  ask  for  different 
perspectives  on  treatment  options  and  to  ask  why  a 
particular  treatment  is  being  recommended.  By  encouraging 
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the  patient  to  formulate  questions  before  a doctor's 
appointment,  it  can  help  the  patient  stay  focused  and  cover 
important  issues. 

4.  Encouraging  statements  can  range  from  topics  of 
looks  to  future  behavior.  Examples  include  "You  can  do  it," 
"You  are  doing  well,"  "I  am  impressed  with  your  commitment 
to  your  career  in  the  face  of  adversity,"  and  "We  are  going 
to  get  through  this  and  we  have  a doctor's  appointment 
tomorrow. " 

Reassurance 

1.  Offer  positive  remarks  about  the  patient's  looks 
and  tell  her  that  physical  changes  do  not  change  your 
feelings  about  her.  Reassuring  remarks  include  "You  are 
sexier  than  ever,"  "You  look  great/wonderf ul , " and  "Your 
hair  will  grow  back". 

2.  Tell  her  she  will  be  fine  now  and  in  the  future. 

For  example  reassuring  statements  are  "You  will  be  here  in 
the  future,"  "One  year  down  and  four  to  go,"  "You  will  be 
here  in  10  years,"  and  "Today  everything  is  fine." 

3.  Reassure  the  patient  that  you  care  for  her  and  that 
she  is  important  to  you.  The  breast  cancer  patient  wants  to 
know  that  you  know  she  is  the  same  person  she  was  before  she 
had  the  cancer. 

4.  Reassure  the  patient  about  treatment.  Examples 
include  "We  will  get  through  it  together,"  "Only  one  more 
treatment,  that  sounds  good  doesn't  it?"  and  "You  are  doing 
great  with  your  treatment." 
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5.  Reassure  the  patient  she  is  doing  well,  or  if  she 
is  not,  reassure  her  you  will  be  there  for  her  if  she  needs 
help.  Examples  include  "You  have  handled  this  so  well"  and 
"I  heard  you  were  having  problems.  Just  let  me  know  if  you 
need  anything." 

Concern 

1.  Be  concerned  about  the  patient's  welfare.  For 
example  ask  "How  are  you  feeling?"  "Are  you  okay?"  Also 
express  concern  if  you  feel  the  patient  is  doing  too  much 
and  might  harm  herself.  For  example,  tell  the  patient  to 
sit  down  or  slow  down  or  not  to  stretch  too  much  or  remind 
her  that  she  should  not  be  doing  a particular  activity. 

2 . You  can  show  you  are  concerned  by  doing  several 
behaviors.  Examples  include  checking  up  on  the  patient, 
praying  for  the  patient,  asking  important  guestions  such  as 
"What  are  you  afraid  of,"  and  paying  attention  and  picking 
up  on  nonverbal  cues  such  as  the  patient  was  "blue"  or 
tired. 

Intimacy 

1.  Assure  the  patient  that  you  love  and  care  for  her. 
Say  "I  love  you,"  "I  will  always  love  you,"  and  "I  care  for 
you".  Repeat  these  phrases  often. 

2.  Crying  is  an  intimate  behavior.  Letting  the 
patient  or  yourself  cry  when  necessary  is  important. 

However,  it  is  disturbing  when  a person  cries  every  time  he 
or  she  sees  the  patient. 
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Provides  Accompaniment  in  Stressful  Situation 

1.  Friends  who  sit  with  loved  ones  during  surgery  are 
important.  It  makes  the  cancer  patients  feel  better  knowing 
that  someone  is  accompanying  their  loved  ones  when  the  loved 
one  needs  social  support. 

2.  Accompanying  the  patient  to  surgery  is  important. 
This  helps  to  reduce  anxieties  or  at  least  let  the  patient 
know  she  is  not  alone. 

3.  Taking  the  patient  to  treatments  such  as  radiation 
is  also  helpful. 

Provides  Extended  Period  of  Care 

1.  Staying  with  the  patient  for  a duration  of  time  is 
important.  Examples  include  being  there  all  the  time, 
always  at  her  side,  there  for  every  movement,  being  there  24 
hours  a day,  doing  everything  together,  never  letting  her  be 
alone,  staying  a month,  staying  through  surgery,  and  staying 
through  chemotherapy. 

Listening 

1.  Listening  in  general  is  important.  It  is  important 
for  the  patient  to  know  she  has  someone  who  would  listen  to 
her  whenever  she  wants  or  needs  that. 

2.  Listening  to  complaints  is  helpful.  Sometimes  they 
want  to  complain  to  friends  about  family  members.  Other 
times  they  want  to  complain  about  their  pain  or  the  changes 
that  are  occurring  in  their  lives. 

3.  When  listening,  do  so  for  accuracy  of  the  patient's 
perception.  One  respondent  said,  "When  they  really  hear 
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you,  that's  when  you  know  they  are  listening."  In  other 
words,  engaging  in  empathic  listening  is  important. 

4.  Do  not  judge  the  patient  while  listening  to  her. 
Patients  do  not  want  others  to  think  negatively  of  them  if 
they  complain  of  or  if  they  talk  of  stopping  treatments. 
Respect 

1.  Respect  the  patient's  desire  to  be  alone.  For 
example,  when  she  is  at  work  and  does  not  wish  to  be 
disturbed,  let  her  have  her  privacy. 

2.  Respect  her  right  to  choose  her  treatment.  Even  if 
you  disagree  with  her  choice  (for  example,  to  refuse  to 
continue  treatment) , abide  by  her  wishes. 

Trust 

1.  Keep  any  information  about  the  patient's  disease, 
treatment,  or  feelings  private  unless  instructed  otherwise. 
Do  not  tell  others  about  the  breast  cancer  unless  permission 
is  given. 

2.  One  sign  of  trust  is  when  either  person  can  ask  any 
intimate  guest ion. 

Understanding 

1.  The  patient  wants  others  to  understand  that 
irrational  behavior  will  occur.  Accept  that  the  patient 
will  be  moody  and  upset  at  times. 

2.  Understand  that  the  cancer  patient  is  the  same 
person  she  has  always  been.  Her  behavior  might  not  be  the 
same,  but  she  still  wants  to  be  thought  of  as  a woman  and  as 
attractive . 
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3.  Being  empathic  is  also  helpful.  Saying,  "You  have 
been  through  a lot"  is  one  way  to  express  your  empathy. 
Talking 

1.  There  are  several  topics  the  patients  want  to 

discuss:  cancer  (which  they  wish  to  discuss  continuously) 

and  family  member's  lives  and  feelings.  It  is  particularly 
helpful  to  discuss  treatments  in  a breast  cancer  social 
support  group  and  to  talk  about  advice  on  treatments  and  the 
family's  role  in  their  illness. 

2 . Being  able  to  depend  on  someone  to  be  there  when 
the  patient  needs  to  talk  is  important. 

3.  Giving  positive  feedback  during  a conversation  is 
helpful.  For  example  it  is  helpful  to  say,  "You  have 
handled  this  so  well"  and  "Welcome  back  to  the  lunch  group." 

4.  Humor  is  helpful.  The  patients  do  not  want  others 
to  make  light  of  their  disease,  but  laughing  about  some  of 
their  experiences  helps  them  get  through  the  experience. 

For  example,  one  woman  laughed  when  her  husband  asked  if  she 
had  her  bag  of  microwave  popcorn  to  bring  into  her  radiation 
treatment.  Another  husband  made  his  wife  laugh  by  saying 
the  doctor  came  out  of  the  operating  room  several  times 
looking  for  a hammer  and  a screwdriver  and  the  husband  then 
asked  his  wife,  "Exactly  what  kind  of  an  operation  did  you 
have?"  Telling  funny  stories  when  the  patient  was  "not 
feeling  chiperish"  is  also  helpful.  However,  the  patients 
do  not  always  want  to  be  cheered  up  when  they  are  depressed. 
Sometimes  they  want  to  talk  seriously  about  their  illness. 
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Ask  if  they  want  to  talk.  If  they  say  no,  see  if  humor  will 
be  helpful. 

The  above  list  is  intended  to  help  the  reader  get  a 
better  understanding  of  exactly  what  types  of  things  to  say 
and  do  in  order  to  offer  the  12  emotionally  supportive 
behaviors.  The  reader  must  keep  in  mind  that  depending  on 
his/her  relationship  with  the  patient  ( family/ friend)  and 
the  source  of  stress  the  patient  is  experiencing,  if  any 
(feeling  alienated/  fear  of  surgical  mutilation/  fear  of 
treatment) , all  of  these  factors  will  influence  which  of  the 
twelve  emotionally  supportive  behaviors  he/she  should  offer. 
The  prescriptions  for  behavior  the  researcher  has  suggested 
must  not  be  taken  as  "the  definitive  answer"  for  emotional 
support  for  breast  cancer  patients.  Consequently,  there  are 
several  limitations  of  this  study  that  must  be  taken  into 
consideration. 

Limitations 

One  limitation  is  that  the  study  was  a preliminary 
investigation.  The  results  of  the  study  showed  that  the 
investigation  was  fruitful;  however,  several  factors 
mitigate  the  conclusiveness  of  this  study. 

First,  this  was  a case  study  that  involved  only  two 
breast  cancer  support  groups.  In  addition,  only  six  or 
seven  women  in  each  support  group  were  interviewed.  More 
women  with  breast  cancer  should  be  studied  in  order  to 
broaden  the  base  of  these  findings. 
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Second,  only  breast  cancer  support  groups  were 
investigated.  The  results  might  change  if  women  who  were 
not  in  a breast  cancer  support  group  were  interviewed. 

Third,  only  women  with  breast  cancer  were  included  in 
this  study.  Men  also  get  breast  cancer.  The  results  for 
males  with  breast  cancer  might  be  different  than  for  females 
with  this  disease. 

Fourth,  the  results  of  this  study  are  applicable  only 
to  females  with  breast  cancer.  As  the  results  of  this  study 
were  different  from  Gottlieb's  (1978)  study  that  utilized 
single  mothers  on  welfare,  these  results  cannot  be 
generalized  to  other  diseases  or  situations. 

Fifth,  while  women  from  all  four  stages  of  breast 
cancer  were  represented  in  the  study  and  no  differences  were 
found  among  them,  there  were  more  women  in  stage  1 and  2 (n 
= 10)  than  there  were  in  stage  3 and  4 (n  = 3) . More  women 
from  all  four  stages  need  to  be  investigated. 

Sixth,  with  the  exception  of  one  subject,  all  of  the 
subjects  were  from  the  United  States.  Different  cultures 
might  have  different  customs  that  could  greatly  influence 
the  results  found.  Intercultural  studies  should  be  done  to 
investigate  the  differences  that  culture  might  have  on 
emotional  social  support. 

Seventh,  as  communication  is  transactional  in  nature 
and  as  social  support  is  primarily  a communication  process, 
then  the  "sender"  of  the  social  support  should  be  studied  as 
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well.  This  study  examined  the  perceptions  of  the  recipient 
of  social  support,  but  not  the  provider  of  that  support. 

Future  Research 

This  study  shows  that  much  more  research  can  and  should 
be  done  about  emotional  social  support.  This  study  added 
more  evidence  that  emotional  social  support  is  important  to 
women  with  breast  cancer.  However,  this  study  needs  to  be 
replicated  with  more  subjects.  In  the  future,  this  study 
should  include  both  men  and  women  with  breast  cancer  and 
include  those  who  belong  to  a social  support  group  and  those 
who  do  not. 

This  study  needs  to  be  replicated  with  other  diseases 
to  see  which  emotionally  supportive  behaviors  are  consistent 
through  all  diseases  and  which  behaviors  are  unique  to  each 
disease.  Researchers  might  find  that  there  are  some 
emotionally  supportive  behaviors  that  are  helpful  no  matter 
what  type  of  disease  a person  might  have.  That  type  of 
information  would  be  helpful  for  friends  and  family  members 
of  the  patients  to  know. 

A study  should  also  be  done  that  investigates  more 
thoroughly  the  behaviors  that  are  helpful  from  different 
types  of  friends  and  family  members.  For  example,  what  can 
friends  from  a support  group  offer  that  is  different  from 
friends  from  work?  What  does  a spouse  need  to  offer  a 
patient  in  contrast  to  what  a parent  or  sibling  needs  to 
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Self-reports  of  behaviors  are  useful  to  identify  what 
types  of  emotionally  supportive  behaviors  are  helpful.  In 
the  future,  videotapes  of  supportive  transactions  should  be 
examined  to  study  the  nonverbal  aspects  of  emotional 
support.  Communication  researchers  could  examine  the  tapes 
to  find  facial  expressions  indicative  of  when  talking  is 
desired  versus  humor  or  types  of  touch  that  are  comforting. 

Studies  also  should  be  conducted  to  examine  the 
correlation  between  freguency  of  behavior  and  saliency. 
Perhaps  when  asked  what  is  most  helpful,  respondents'  list  a 
behavior  that  has  been  done  frequently  because  it  can  be 
recalled  most  easily.  More  in-depth  interviews  should  be 
conducted  to  dig  deeper  into  the  memory  of  respondents. 

Also,  instruments  should  investigate  not  only  the  frequency 
of  behaviors,  but  the  importance  of  these  behaviors  too. 

In  addition,  future  studies  should  examine  the 
providers  of  social  support.  It  is  important  to  understand 
the  recipient's  perspective  of  behaviors  that  are  helpful, 
but  perhaps  recipients  could  be  more  empathic  towards 
providers  if  they  understood  the  providers  concerns  and 
problems . 

Researchers  should  remember  that  the  people  who  need 
the  information  they  find  are  not  necessarily  researchers. 
The  results  should  be  presented  in  an  easily  read  and 
understood  manner  somewhere  in  the  document.  A section  of 
the  conclusion  devoted  to  "suggestions  for  behavior  for 
social  support"  would  be  helpful. 
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Hopefully  these  types  of  studies  would  further  our 
knowledge  of  the  most  helpful  type  of  emotionally  supportive 
behaviors  a person  can  offer  another  human  being  in  times  of 
need.  Family  members  and  friends  would  know  the  specific 
communication  behaviors  necessary  to  help  a loved  one.  Even 
if  the  friend  or  family  member  could  not  offer  a needed 
behavior  (for  example,  extended  periods  of  care),  the  friend 
or  family  member  could  arrange  to  make  sure  that  need  was 
meet  by  someone.  This  research  will  hopefully  keep  friends 
and  family  members  from  asking  themselves,  "What  do  you  say 
to  someone  who  has  cancer?"  and  then  doing  nothing  because 
they  do  not  know  the  answer.  Future  research  can  increase 
the  amount  and  satisfaction  of  emotional  social  support 
people  both  give  and  receive. 


APPENDIX  A 

INFORMED  CONSENT  FORM 

You  are  invited  to  participate  in  a study  which  will 
investigate  the  behaviors  that  breast  cancer  patients,  such 
as  yourself,  consider  to  be  helpful.  In  particular,  this 
study  will  focus  on  behaviors  considered  to  be  helpful  from 
family  members  and  friends  when  emotional  support  is  needed. 

First,  I would  like  to  attend  several  meetings  in  which 
I just  observe  and  learn  what  occurs  in  breast  cancer 
support  meetings.  Then  I would  like  to  conduct  a group 
interview  during  one  group  meeting.  I will  be  asking 
questions  about  your  opinion  of  helpful  behavior  from  family 
and  friends. 

The  notes  and  audio  tape  recordings  I make  will  be  kept 
confidential.  Only  myself  and  my  supervising  professor  will 
have  access  to  the  information.  All  names  and  identifying 
pieces  of  information  will  be  changed  or  omitted  to  insure 
your  anonymity. 

Participation  or  non-participation  will  not  affect  your 
standing  in  the  cancer  support  group.  You  do  not  have  to 
answer  any  question(s)  you  do  not  wish  to.  Also,  after 
disclosing  a piece  of  information,  if  you  prefer  for  it  to 
be  stricken  from  my  data  set,  I will  do  so.  In  addition, 
you  may  withdraw  at  any  time  from  this  study  without 
prejudice . 

The  risk  associated  with  this  study  is  that  you  may 
experience  some  psychological  uneasiness  about  the  subject 
matter . Please  keep  in  mind  that  you  do  not  have  to 
disclose  anything  that  makes  you  feel  uncomfortable.  In 
addition,  your  regular  breast  cancer  support  group 
facilitator  will  be  there  to  help  you. 

The  benefit  of  this  study,  to  you,  is  that  you  may 
learn  some  methods  from  other  cancer  patients,  of  how  your 
family  members  and  friends  can  help  you  cope  better  with 
cancer.  Unfortunately,  you  will  not  receive  a monetary 
compensation  for  participating  in  this  study. 

If  you  have  any  questions  about  this  study,  please  feel 
free  to  contact  me,  Kim  Kameg,  Pd.D.  candidate,  or  my 
supervising  professor,  Dr.  Norman  Markel,  at  392-2113. 
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By  signing  this  document,  you  agree  that  you  have  read 
and  understand  the  study  described  above.  Your  signature 
also  signifies  that  you  agree  to  participate  in  the  study. 

A copy  of  this  consent  form  will  be  given  to  you. 

Thank  you. 

Participant's  Signature 

Date 

Principal  Investigator 

Date 


APPENDIX  B 
INTERVIEW  PROTOCOL 

1)  Please  tell  me  about  your  cancer  experience. 

2)  What  types  of  problems  have  you  experienced  since  being 
diagnosed  with  cancer? 

3)  Have  you  received  any  emotional  support  to  help  you  cope 
with  any  of  these  problems?  If  so,  please  tell  me  about 
emotional  support.  What  is  an  emotionally  supportive 
behavior? 

4)  Why  has  emotional  support  been  important  for  you  to 
receive  from  family  members  and  friends  since  you  have  been 
diagnosed  with  cancer? 

5)  Research  has  shown  that  many  cancer  patients  experience 
interpersonal  problems  with  family  and  friends.  Have  you 
experienced  any  problems?  If  so,  what  and  with  whom? 

6)  I have  read  research  that  breast  cancer  patients  often 
experience  some  of  the  same  problems.  I would  like  to  know 
if  you  have  or  have  not  experienced: 

a)  feeling  isolated/ fear  of  abandonment  (If  not,  go  to 

question  4b) . 

Can  you  remember  when  you  felt  isolated  or  feared 
that  others  might  abandon  you? 

Has  something  that  someone  has  said  or  done  ever 
made  you  feel  this  way?  If  so  , what? 

When  you  have  felt  isolated,  who  have  you  turned 
to  for  help?  What  did  they  say  or  do?  Please 
recall  in  detail  any  interactions  in  which 
others  have  helped  you  to  feel  less  isolated  or 
alienated . 

Is  there  anything  you  would  have  liked  to  have 

heard  from  others,  but  which  they  did  not  say 
or  do? 

b)  fear  of  surgical  mutilation  of  treatment  (If  not,  go 

to  question  4c) 

What  type  of  surgery  and  or  treatment  have  you 
had? 

What  were  you  most  anxious  about  before  treatment? 
After  treatment? 

Who  did  you  talk  to  about  these  fears?  What  did 
this  person  say  or  do  that  was  helpful. 

Please  describe  in  detail  any  interactions  which 
were  particularly  helpful. 


154 


155 


Due  to  treatment  effects  such  as  loss  of  hair  and 
breast  disfigurement,  have  you  at  any  time  felt 
as  though  your  femininity  has  been  threatened? 

If  so,  please  explain. 

When  you  felt  your  femininity  was  threatened,  who 
did  you  go  to  for  reassurance?  What  in 
particular  did  you  need  reassurance  about?  What 
did  this  person  say  or  do?  Please  describe  in 
detail  helpful  interactions. 

c)  fear  of  death  (If  not,  go  to  question  4d) 

Has  the  diagnosis  of  cancer  made  you  think  about 
death  and  dying? 

Who  have  you  talked  to  about  your  feelings?  What 
did  this  person  say  or  do  that  was  helpful. 

Please  describe  in  detail  any  interactions  which 
have  been  particularly  helpful. 

Is  there  any  aspect  of  death  and  dying  that  you 
wish  you  could  discuss  with  others,  but  thus 
far,  have  been  unable  to  do  so? 

d)  feeling  of  increased  vulnerability/ loss  of 

control/feelings  of  helplessness  (If  not,  go  to 

question  7) . 

Have  you  ever  experienced  any  feelings  such  as 
these?  If  so,  please  expand. 

When  are  these  feelings  most  likely  to  arise?  Do 
these  feelings  occur  after  some  event  has 
occurred  (or  not  occurred  as  the  case  may  be)  or 
after  someone  has  said  something  in  particular? 

After  experiencing  these  feelings,  who  did  you 

turn  to  for  help?  What  did  this  person  say  or 
do?  Please  describe  in  detail  some  interactions 
in  which  others  have  been  helpful  in  reducing 
your  feeling  of  vulnerability  or  helplessness. 

Is  there  anything  you  wish  others  would  have  done 
to  reduce  your  feelings  of  vulnerability  or 
helplessness? 

7)  Sometimes  people  are  helpful,  and  you  didn't  even  ask 
for  help  or  expect  it.  Please  think  of  interactions  you 
have  had  with  family  members  and  friends  in  which  this  type 
of  unexpected  help  has  occurred.  What  did  this  person  say 
or  do?  Please  recall  as  much  of  the  conversation  as 
possible . 

8)  When  you  think  of  all  your  family  members  who  have 
helped  you  with  your  cancer  experience,  what  is/are  the  most 
helpful  behavior (s)  that  family  members  in  general  have 
offered  you? 

9)  When  you  think  of  all  your  friends  who  have  helped  you 
with  your  cancer  experience,  what  is/are  the  most  helpful 
behavior (s)  that  friends  in  general  have  offered  you? 

10)  Which  family  member  has  been  most  helpful  to  you?  What 
has  this  person  said  or  done  that  makes  this  person  more 
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helpful  than  other  family  members?  Please  describe 
interactions  in  which  this  person  has  said  or  done  the 
behavior (s)  which  have  been  most  helpful  to  you. 

11)  Which  friend  has  been  most  helpful  to  you?  What  has 
this  person  said  or  done  that  makes  this  person  more  helpful 
than  other  friends?  Please  describe  interactions  in  which 
this  person  has  said  or  done  the  behavior (s) which  have  been 
most  helpful  to  you. 

12)  Sometimes  friends  and  family  members  try  to  help,  but 
end  up  not  helping  and  in  some  situations,  they  make  the 
situation  worse.  What  have  others  done  or  said  that  you 
judged  as  not  being  helpful?  Are  there  certain  ways  that 
others  say  things  that  make  a message  which  would  usually  be 
considered  helpful,  as  unhelpful? 

13)  Research  has  uncovered  certain  behaviors  that  others 
have  deemed  as  helpful  in  a particular  situation.  I would 
like  to  read  the  list  to  you,  and  get  your  thoughts  and 
ideas  on  if  these  behaviors  have  been  helpful  to  you  in 
relation  to  your  cancer  experience: 

a)  talking  with  family  and  friends 

What  is  helpful  to  you  to  talk  about  with  family 
and  friends?  Is  there  anything  you  wish  you 
could  discuss  more  with  your  family  and  friends? 

b)  being  reassured  by  family  and  friends 

What  is  helpful  to  you  to  be  reassured  about  by 

family  and  friends?  What  aspects  of  yourself  do 
you  want  others  to  express  confidence  in?  Do  you 
want  others  to  reassure  you  on  these  topics  only 
when  you  ask,  or  is  it  preferred  that  they  offer 
reassurance  on  these  topics  without  you  having 
to  ask? 

c)  being  encouraged  by  family  and  friends 

What  do  you  want  to  be  encouraged  about  by  family 
and  friends?  When  is  it  helpful  for  others  to 
encourage  you  and  under  what  circumstances  is  it 
not  helpful?  Are  there  ways  that  family  members 
and  friends  say  things  to  encourage  you  that 
seem  helpful  versus  unhelpful?  Describe  an 
incident  in  which  a family  member  or  friend 
encouraged  you  in  a helpful  versus  unhelpful 
manner . 

d)  family  and  friends  listening 

When  is  it  most  important  for  others  to  listen  to 
you?  What  topics  are  helpful  for  others  to 
listen  to?  Think  of  an  interaction  in  which 
someone  listened  to  you,  and  you  thought  the 
outcome  of  that  interaction  was  helpful.  Please 
describe  the  interaction  in  detail.  Are  there 
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certain  topics  you  want  your  family  to  listen  to 
and  certain  topics  you  want  your  friends  to 
listen  to? 

e)  family  and  friends  reflect  understanding 

What  is  important  for  others  to  understand  about 
you  and  your  cancer  experience?  Describe  an 
interaction  in  which  a family  member  or  friend 
showed  that  they  understood  your  thoughts  or 
feelings.  What  did  he/she  say  that  convinced 
you  he/she  understood  you? 

f)  family  and  friends  express  respect  or  esteem 

What  about  yourself  is  important  that  others 

recognize  now  that  you  have  been  diagnosed  with 
cancer?  Describe  an  interaction  in  which  a 
friend  or  family  member  told  you  he/she 
respected  you  in  some  way.  Are  there  certain 
things  that  want  friends  to  respect,  and  certain 
things  you  want  your  family  members  to  respect? 

g)  family  and  friends  express  concern 

What  do  you  want  friends  and/or  family  members  to 
be  concerned  about  regarding  you  and  your 
illness?  Describe  in  detail  an  interaction  in 
which  a family  member  or  friend  expressed 
concern  about  you,  and  you  found  the  interaction 
helpful.  Are  there  topics  which  if  a family 
member  expresses  concern  about,  it  is  construed 
as  nagging,  but  if  a friend  expresses  concern 
about,  it  is  seen  as  helpful  and  visa  versa? 

h)  family  and  friends  reflect  trust 

What  topics  are  important  that  family  members 
should  keep  confidential?  What  topics  are 
important  that  friends  should  keep  confidential? 

I)  family  and  friends  reflect  intimacy 

What  things  have  family  members  and  friends  said 
that  made  you  feel  close  to  these  individuals? 

What  things  have  family  members  and  friends  said 
that  let  you  know  they  loved  you? 

j)  family  and  friends  provide  companionship 

Is  there  a difference  in  the  type  of  companionship 
you  want  from  family  versus  friends?  When  do 
you  find  companionship  helpful?  When  is 
companionship  unhelpful?  What  have  family 
members  said  and  done  to  make  you  feel  they  were 
there  for  you?  Describe  how  one  family  member 
or  friend  has  shown  you  that  he/she  was  and 
always  will  be  there  for  you? 
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APPENDIX  D 

EXAMPLE  OF  CODING  SCORING  UNITS 


As  far  as  my  family  my  mom  took  it  real  hard  the  fall 
because  when  they  called  her  that  day  my  brother  called  her 
because  i was  working  for  him  he  knew  i was  having  some 
financial  problems  this  was  a job  that  paid  five  hundred 
dollars  a week  in  nineteen  eighty  three  and  that  was  you 
know  good  money  to  go  back  and  finish  my  senior  year  of 
college  they  initially  told  my  mother  that  i was  had  a 
fifty-fifty  chance  of  living  that  night  because  there  was  so 
much  trauma  my  dad  he  kind  of  never  really  my  father  has 
a hard  time  saying  his  feelings  and  he  just  said  you  know 
you  are  going  to  be  fine/  and  now  fight  through  it  my  mom 
was  pretty  emotional  about  that  and  she  was  in  the  hospital 
all  the  time  and  it  was  pretty  neat  to  see  my  entire  family 
rallied  around  me/  mv  sister  flew  in  from  California/  my  two 
brothers  kevin  and  bruce  we  became  pretty  close/  they  came 
in  from  michigan  my  brother  scott  though  held  it  against  me 
he  was  at  the  time  moving  up  quickly  in  this  company 
uttlyjames  he  was  a trouble  shooter  for  them  someone  would 
screw  up  a major  building  the  would  call  my  brother  in  to 
fix  it  and  this  was  the  major  injury  on  the  job  site  and  it 
was  his  brother  he  did  some  things  there  was  a law  suit  and 
he  had  told  me  initially  dont  sue 
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i know  the  people  higher  up  in  tampa  electric  who  he  was 
working  for  and  they  are  going  to  take  care  of  you  and  i did 
not  and  then  finally  a year  later  i asked  him  i said  where 
is  the  money  coming  from 


APPENDIX  E 

EXAMPLE  OF  CODING  CATEGORIES 

doing  construction  and  he  was  elected  spokesperson  from  the 

# 

job  site  and  they  collected  almost  two  thousand  dollars  for 

me  and  i was  he  told  me  that  instead  of  the  normal  take  this 

and  have  fun  this  was  my  money  to  finish  my  education  and  it 

was  really  neat  because  blocker  probably  did  not  have  a 

E 

seventh  grade  education  yet  he  lectured  me  on  how  i had  to 

f inish  i had  the  time  and  now  he  said  i do  not  know  anything 

about  school  but  this  should  be  enough  to  help  you  pay  off 

what  schooling  you  have  and  that  is  one  of  the  times  you 

just  think  about  and  you  look  back  and  i just  man  a lot  of 

good  things  came  out  of  the  accident  other  things  were  my 

best  friend  paul  one  of  my  best  friends  since  ninth  grade 
EPC 

was  always  there  i could  not  get  rid  of  the  guv  he  was 
# 

sneaking  in  pizzas  everything  you  could  do 

now  starting  back  talking  about  my  friends  from  the 

accident  one  of  the  other  things  that  was  pretty  interesting 

about  my  friends  i talked  about  paul  and  the  guys  from  the 

construction  site  and  the  amount  of  people  the  other  thing 

that  got  to  me  was  my  fraternity  relationship  a lot  of  my 
CMP 

fraternity  brothers  started  showing  up  in  the  hospital  it 
was  well  we  were  on  our  way  to  sarasota  and  then  we  thought 
we  would  stop  by  to  visit 
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APPENDIX  F 

RESPONDENT  VALIDATION  HANDOUT 


1 • What  behaviors  constitute  emotional  support  to  a cancer 
patient . 

Talking — having  someone  to  talk  to 

letting  the  patient  decide  how  much  to 
discuss 

talking  on  the  phone  and  face  to  face  contact 
desired 

Listening--should  be  continuous,  not  a one  time 
activity- 

should  strive  for  accuracy  of  the  patient's 
perspective 

should  not  make  judgements  while  listening 

Understanding--understand  that  mood  swings  are  common 

and  should  not  be  taken  personally 

Companionship--dependability  of  being  there  for  the 
patient 

2 . Why  is  emotional  support  so  important? 

-it  can  provide  encouragement  during  times  of  stress 
-provides  a feeling  that  one  is  not  alone  in  the  coping 
process 

-by  belonging  to  a support  group  it  can  prolong  life 
(belonging  to  the  group  enables  one  to  "talk  it 
out" ) 

3 • Do  underlying  factors  exist  that  cancer  patients  use  to 
evaluate  supportive  behavior  as  helpful  versus 
unhelpful? 

I examined  the  transcript  from  our  meeting  for 
common  themes  in  your  examples  of  helpful  behaviors.  I 
discovered  four  common  themes  or  factors  related  to  how 
you  evaluate  helpful  behaviors:  1)  unexpected 

behavior,  2)  behavior  that  required  great  sacrifice  by 
others,  3)  increased  behavior  of  others,  and  4) 

"bending  the  rules"  behavior  conducted  with  the  intent 
to  help  the  patient. 
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(1)  Unexpected  behavior — Behavior  that  the  patient  did 
not  expect  to  see  from  a particular  person  or 
group  or  people. 

Examples — new  neighbors  bringing  food  and  gifts 

an  acquaintance's  husband  offering  to  take  a 
patient  to  chemotherapy  treatments 
receiving  gifts  from  co-workers  for  no 
reason 

a professor  (a  cancer  patient)  being  told  by 
students  to  stop  behaviors  the  students 
felt  would  be  harmful  to  the  professor 

(2)  Sacrif ice--Sacrif ice  by  others  for  the  cancer 
patient 

Examples--receiving  $100  from  co-workers  because 
they  knew  this  cancer  patient  was  off  work 
without  pay  receiving  $100  from  co-workers 
and  then  this  cancer  patient's  boss 
matched  this  contribution  having  a 
neighbor  bring  over  radishes  whose  brother 
had  died  of  brain  cancer  the  week  before 

(3)  Increased  Behavior--Behavior  performed  more 
frequently  than  expected  by  cultural  norms, 
etiquette,  etc. 

Examples — after  returning  to  work,  one  patient 
received  a card  in  her  mailbox  or  on  her 
desk  everyday  calls  from  a family  member 
(a  father)  occur  weekly  now  money  was 
collected  not  once,  but  twice  from  co- 
workers for  this  cancer  patient 
over  500  cards  were  received  from  family 
members  and  friends 

two  or  three  people  arrived  each  night  with 
dinner  for  the  cancer  patient  and  her 
husband 

one  patient  received  so  many  flowers  it 
filled  her  hospital  room 

(4)  "Bending  the  Rules"  Behavior — Rules  (from 
hospitals  or  organizations)  which  were  bent  in 
order  to  help  the  cancer  patient 

Example — one  patient's  boss  let  the  patient  stay 
on  the  payroll  (although  she  no  longer  was 
attending  work)  in  order  to  continue  to 
receive  insurance  benefits 


What  topics  are  deemed  helpful  for  others  to  discuss  to 
offer  reassurance,  offer  encouragement,  and  show 
concern? 

Reassurance — 

4 Topics — 1)  the  patient  will  still  be  alive  in 

the  future 

2)  the  patient  is  important  (not 
because  she  has  cancer,  but  because  of 
who  she  is) 

3)  loved  ones  will  still  "be  there" 
for  the  patient 

4)  loved  ones  still  loved  and  cared 
for  the  patient 

Note — the  fact  that  one  patient's  family  discussed 
cancer  with  her  was  reassuring  to  her 

Encouragement- 

2 Topics — 1)  life  will  become  normal  again 

(after  treatment) 

2)  encourage  the  cancer  patient  to 
attend  a support  group  consisting  of 
cancer  patients 

Note — When  to  encourage  and  type  of  encouraging 
behaviors  most  helpful  to  the  cancer  patient 
were  discussed. 

When — When  the  cancer  patient  is  tired  and 

may  not  feel  she  has  the  physical  strength  to 
complete  a task  (for  example  to  give  a 
presentation  to  colleagues) 

One  cancer  patient  disagreed.  After  a 
treatment  and  she  felt  tired,  but  had 
returned  to  work,  she  did  not  want  to  talk  or 
to  "entertain"  anyone.  She  wanted  to  be  left 
alone  so  she  could  make  it  through  the  day. 

Type--Empathy , Caring,  Being  with  the  cancer 
patient 

Concern — 

No  topics  were  listed,  but  1 emotionally 
supportive  behavior  and  2 nonemotionally 
supportive  behaviors  were  listed. 

Emotionally  Supportive  Behavior- 

Companionship  or  being  there 
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Nonemotionally  Supportive  Behavior- 
Providing  Material  Aid 

After  surgery--examples  included:  bringing 

food,  moving  furniture 
After  chemotherapy-  examples  included: 

washing  a dog,  "doing  things  you  could 
not  do,"  taking  the  patient  to  the 
grocery  store,  and  taking  out  the 
garbage 

Calling  the  Patient 

5 . What  topics  are  important  for  others  to:  a)  listen  to. 
b)  be  trusted  with  and  remain  confidential,  c)  be 
willing  to  talk  about,  d)  understand? 

Listening- 

1 Topic-  Listen  to  complaints 

Advice  on  what  to  do  and  what  not  to  do  while 
listening- 

What  to  do  While  Listening — 1)  reciprocity  (share 

feelings  with  each  other) 

What  Not  to  do--l)  do  not  make  light  of  the 

disease.  Humor  about  the  disease 
is  fine,  just  do  not  be  flippant 
about  cancer. 


Conf identiality- 

Cancer  patients  differed  on  the  type  of  information 
they  wanted  kept  confidential.  Two  cancer 
patients  differed  on  the  type  of  information  they 
wanted  kept  confidential  when  they  were  first 
diagnosed  versus  later  in  time. 

2 Topics — 1)  Diagnosis  of  Cancer — some  patients 

did  not  mind  if  family  members  and 
friends  told  other  people,  some 
patients  did 

2)  Feelings — several  subjects  did  not 

want  their  feelings  disclosed  (even 
though  they  did  not  mind  their 
diagnosis  of  breast  cancer  being 
disclosed) 

Talking- 

1 Topic — 1)  Cancer  treatment  options  were 

important  to  discuss,  but  none  of 
the  cancer  patients  wanted  anyone 
else  to  tell  them  what  to  do 

Note-  one  subject  gave  a suggestion,  not  on  what  to 
discuss,  but  how  to  discuss  topics.  She 


wanted  details  on  topics  such  as  feelings, 
and  everyday  events  occurring  to  family 
members  far  away. 

Under stand ing- 

1 topic--  1)  The  cancer  patient  is  the  same  person 
she  has  always  been,  but  her  behavior  may  not 
be  (i.e.,  she  might  not  be  totally  logical 
through  this  crisis  period) . 

Are  certain  supportive  behaviors  more  helpful  than 
others  to  cancer  patients? 


Emotionally  Supportive 

Behaviors : 

1. 

Companionship 

(n  = 

57) 

2 . 

Talking 

(n  - 

54) 

3 . 

Concern 

(n  = 

33) 

4 . 

Respect 

(n  = 

27) 

5. 

Intimacy 

(n  = 

26) 

6 . 

Encouragement 

(n  = 

19) 

Note-  These  six  categories  represent  77%  of  the 
responses  from  the  emotionally  supportive 
categories . 

Nonemotionally  Supportive  Behaviors: 

1.  Provides  Material  Aid 

and/or  Direct  Service 

(i.e.  brings  food,  washes  dog)  (n  = 100) 

2.  Provides  Sentiments  w/out 

Face  to  Face  Contact 

(i.e.,  flowers,  cards,  banners)  (n  = 64) 

Do  cancer  patients  have  a preference  for  family  members 
or  friends  to:  a)  talk  to  them  when  they  want  to  talk, 

b)  listen  to  them,  c)  reassure  them,  d)  show  concern, 
e)  encourage  them,  f)  understand  them,  a)  respect  them, 
and  h)  provide  companionship? 

Cancer  patients  did  not  prefer  family  members  over 
friends  and  visa  versa  for  any  of  the  situations  listed 
above . 

Is  there  a difference  in  the  topics  that  cancer 
patients  want  family  members  and  friends  to:  a)  listen 

to,  b)  be  trusted  with  and  remain  confidential,  c)  be 
willing  to  talk  about,  d)  understand? 

There  was  no  difference  in  preference  for  family  or 
friends  to  listen,  be  trusted  with,  discuss,  or 
understand  any  particular  topic. 
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Is  there  a difference  in  the  number  of  categories  of 
emotional  support  that  family  members  or  friends  offer? 


9 . 


Both  family  members  and  friends  offered 
categories  of  emotional  support.  However, 
categories  differed. 

Emotionally  supportive  Behaviors 


Family 

Intimacy  (n  = 4) 
Companionship  (n  = 3) 
Extended  Periods  of  Care  (n  = 3) 
Reassurance  (n  = 2) 
Talking  (n  = 1) 
Encouragement  (n  = 1) 


six 

the 


Examples  included:  "I  love  you,"  "We  are  going  to 

get  through  this  and  we  have  an 
appointment  tomorrow,"  "We  will  look 
back  on  this  and  we  will  get  through 
this"  and  "You  are  sexier  than  ever." 


Friends 

Concern 

Reassurance 

Talking 

Encouragement 

Companionship 

Understanding 


(n  = 10) 
(n  = 4) 
(n  - 3) 
(n  = 2) 
(n  = 2) 
(n  = 1) 


Examples  included:  "I  heard  you  were  having  some 

problems  and  I just  want  you  to  know 
that  if  you  need  anything  just  let  me 
know,"  "How  are  you"  and  "I  just  want 
to  cheer  you  up." 


Nonemotionally  Supportive  Behaviors 


Family 

Provided  Sentiments  without 

Face  to  Face  Contact  (n  = 2) 

Provided  Material  Aid  and/or 

Direct  Service  (n  = 1) 


Friends 

Provided  Material  Aid  and/or 

Direct  Service  (n  = 7) 

Provided  Sentiments  without 

Face  to  Face  Contact  (n  = 4) 

Provided  Referrals  (n  = 1) 
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Emotionally  Supportive  Behaviors 


The  Most  Helpful  Family  Member 


Concern 

(n 

= 

5) 

Companionship 

(n 

= 

5) 

Intimacy 

(n 

= 

2) 

Extended  Periods  of  Care 

(n 

= 

2) 

Talking 

(n 

= 

1) 

The  Most  Helpful  Friend 

[ 

Encouragement 

(n 

= 

6) 

Companionship 

(n 

= 

6) 

Talking 

(n 

= 

5) 

Accompanied  the  Patient  During 

Stressful  Situations 

(n 

= 

2) 

Concern 

(n 

= 

1) 

Nonemotionally  Supportive 

Behaviors 

The  Most  Helpful  Family 

■ Member 

Provided  Material  Aid 

and/or 

Direct  Service 

(n 

= 

7) 

Provided  Sentiments  without 

Face  to  Face  Contact 

(n 

= 

4) 

Provided  Comfort  through 

Touch 

(n 

= 

2) 

The  Most  Helpful  Friend 

Provided  Sentiments  without 

Face  to  Face  Contact 

(n 

= 

4) 

Provided  Material  Aid 

and/or 

Direct  Services 

(n 

= 

3) 

Provided  Comfort  through 

Touch 

(n 

= 

3) 

Provided  Referrals 

(n 

= 

1) 

Modeled/Provided  Testimony 

of  own  Experience 

(n 

= 

1) 

10 . Are  there  specific  categories  of  emotionally  supportive 
behaviors  that  are  preferred  from  specific  sources  for 
specific  stressors  related  to  the  cancer  experience 
such  as;  a)  feeling  alienated,  b)  fear  of  surgical 
mutilation,  and  c)  fear  of  treatment. 

Feeling  Alienated--nightmares  involving  losing  loved 

ones 

fear  of  isolation  at  work 

felt  isolated  not  matter  what  anyone  did 
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Feeling  Alienated 

Emotionally  Supportive  Behaviors 


Family 


Encouragement 

(n  = 3) 

Intimacy 

(n  = 3) 

Reassurance 

(n  = 2) 

Companionship 

(n  = 2) 

Talking 

(n  = 1) 

Understanding 

(n  = 1) 

Concern 

(n  = 1) 

Friends 

Talking 

(n  - 1) 

Nonemotionally  Supportive 

Behaviors 

Family 

Provided  Material  Aid 

[ and/or 

Direct  Service 

(n  = 1) 

Friends 

Provided  Sentiments  without 

Face  to  Face  Contact  (n  = 1) 


Fear  of  Surgical  Mutilation--f ear  of  spread  of  cancer 

fear  daughters  would  get  breast  cancer 
fear  of  not  waking  up 

Emotionally  Supportive  Behaviors 


Family 

Companionship 

(n  = 2) 

Reassurance 

(n  = 1) 

Intimacy 

(n  = 1) 

Friends 

Intimacy 

(n  = 3) 

Encouragement 

(n  = 1) 

Concern 

(n  = 1) 

Companionship 

(n  = 1) 

Nonemotionally  Supportive  Behaviors 
Family 

Provided  Sentiments  without 


Face  to  Face  Contact 

(n  = 

1) 

Friends 

Provided 

References 

(n  = 

3) 

Provided 

Material  Aid  and/or 

Direct 

Services 

(n  = 

3) 

Provided 

Comfort  through 

Touch 

(n  = 

3) 

Fear  of  Treatment — before  chemotherapy  treatment, 

several  patients  were  scared  of  the  horror 
stories  they  had  heard  during  chemotherapy 
treatments,  several  patients  experienced 
nausea  and  tiredness 
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radiation  treatments  brought  fear  of 
having  to  undress  in  front  of  many 
medical  personnel 


Emotionally  Supportive  Behaviors 


Family 

Concern 

(n  = 4) 

Intimacy 

(n  = 4) 

Reassurance 

(n  - 3) 

Companionship 

(n  = 2) 

Friends 

Talking 

(n  = 2) 

Reassurance 

(n  = 2) 

Companionship 

(n  = 1) 

Nonemotionally  Supportive  Behaviors 


Family 

Provided  Comfort  through 

Touch  (n 

Friends 

Provided  Material  Aid  and/or 
Direct  Services  (n 

Modeled/Provided  Testimony 

of  own  Experience  (n 

Provided  Sentiments  without 

Face  to  Face  Contact  (n 


7) 

3) 

2) 

1) 


APPENDIX  G 
FREQUENCY  TABLES 


Table  G-l 

Frequency  of  Coded  Categories  Constituting  Emotional  Social 

Support  to  Cancer  Patients 

Emotional  Social  Support  Categories 

n 

Companionship 

5 

Talking 

3 

Listening 

3 

Understanding 

1 

Table  G-2 

Frequencies  of  Emotionally  Supportive  and  Nonemotionally 
Supportive  Categories  that  Family  and  Friends  Offered 


Emotionally  Supportive  Categories  n 

Family 

Intimacy  4 

Companionship  3 

Extended  Periods  of  Care  3 

Reassurance  2 

Talking  1 

Encouragement  1 

Friends 

Concern  10 

Reassurance  4 

Talking  3 

Encouragement  2 

Companionship  2 

Understanding  1 

Nonemotionally  Supportive  Categories  n 

Family 

Provided  Sentiments  2 

Provided  Material  Aid/Service  1 

Friends 

Provided  Material  Aid/Service  7 

Provided  Sentiments  4 

Provided  Referrals  1 


175 


176 

Table  G-3 

Frequencies  of  Emotionally  Supportive  and  Nonemotionallv 
Supportive  Categories  of  the  Most  Helpful  Family  and  Friends 


Emotionally  Supportive  Categories  n 

Most  Helpful  Family  Member 

Concern  5 

Companionship  5 

Intimacy  2 

Extended  Periods  of  Care  2 

Talking  1 

Most  Helpful  Friend 

Encouragement  6 

Companionship  6 

Talking  5 

Accompanied  to  Stressful  Situation  2 
Concern  1 

Nonemotionallv  Supportive  Categories  n 

Most  Helpful  Family  Member 

Provided  Material  Aid/Service  7 

Provided  Sentiments  4 

Provided  Comfort  through  Touch  2 

Most  Helpful  Friend 

Provided  Sentiments  4 

Provided  Material  Aid/Service  3 

Provided  Comfort  through  Touch  3 

Provided  Referrals  1 

Modeled/Provided  Testimony  1 
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Table  G-4 

Preferred  Emotional  and  Nonemotional  Supportive  Behaviors 
Associated  with  Feeling  Alienated 


Emotionally  Supportive  Behaviors  n 

Family 

Encouragement  3 

Intimacy  3 

Reassurance  2 

Companionship  2 

Talking  1 

Understanding  1 

Concern  1 

Friends 

Talking  1 

Nonemotionally  Supportive  Behaviors  n 

Family 

Provided  Material  Aid/Service  1 

Friends 

Provided  Sentiments  1 


Table  G-5 

Preferred  Emotional  and  Nonemotional  Supportive  Categories 
for  Fear  of  Surgical  Mutilation 


Emotionally  Supportive  Categories  n 

Family 

Companionship  2 

Reassurance  1 

Intimacy  1 

Friends 

Intimacy  3 

Encouragement  1 

Concern  1 

Companionship  1 

Nonemotionally  Supportive  Categories  n 

Family 

Provided  Sentiments  1 

Friends 

Provided  Referrals  3 

Provided  Material  Aid/Services  3 

Provided  Comfort  through  Touch  3 
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Table  G-6 

Preferred  Emotional  and  Nonemotional  Supportive  Categories 
for  Fear  of  Treatment 

Emotionally  Supportive  Categories  n 

Family 

Concern  4 

Intimacy  4 

Reassurance  3 

Companionship  2 

Friends 

Talking  2 

Reassurance  2 

Companionship  1 

Nonemotionally  Supportive  Categories  n 

Family 

Provided  Material  Aid/Service  8 

Provided  Comfort  through  Touch  7 

Friends 

Provided  Material  Aid/Service  5 

Modeled/Provided  Testimony  4 

Provided  Sentiments  3 
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